DOES NOT c InCULATE 


/ 


INTERNATIONAL NURSING REVIEW 
The Journal of the 
INTERNATIONAL COUNCIL OF NURSES 


Vou. 3 No. 2 


The Leaning Tower of Pisa, Italy 


KY Y)\ 
| 
i 
Co pte) 
"RS 


INTERNATIONAL COUNCIL OF NURSES 
with which is associated 
THE FLORENCE NIGHTINGALE 
INTERNATIONAL FOUNDATION 


Preamble to the Constitution and By-Laws 


We, Nurses, representing various nations of the world, 
sincerely believing that the profession of nursing will be 
advanced by greater unity of thought, sympathy and purpose, 
do hereby unite in a federation of national associations of 
nurses. Such national associations shall be non-political, shall 
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nursing profession. 
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EDITORIAL 


| the maintenance of health, nurses must always play an essential part; indeed, our 

terms of reference as nurses were set for us one hundred years ago by Miss 
Florence Nightingale who said “ Nursing is not only a service to the sick, it is also a 
service to the well. I look forward to the day,” she said, “ when all sick nurses will 
first be health nurses.” One hundred years later we are still trying to put these words 
into practice, trying to teach our students of nursing the principles of health even 
before we teach them the treatment of disease; trying to integrate preventive and 
curative aspects in our professional teaching and our professional service. 

Those of us who have nursed or who have studied and observed nursing outside 
our own countries, and have done so alongside the nurses of other nationalities, have 
been stimulated by the discovery that we have a common purpose—it is no less than 
the improvement in the health and welfare of all our peoples, whatever their need, 
and irrespective of race or creed or caste or colour or nationality. As nurses we are 
more interested in need than in nationality. We have discovered also that whatever 
stage of development our countries may have reached and whatever their medical and 
nursing standards, certain trends influence our work as nurses, trends which are 
concerned with the care of our patients and which must be taken into account if our 
work is to keep pace with modern development; trends which are simple in themselves 
but which must be considered alongside all the newer techniques arising from advances 
and discoveries in medicine and surgery, and anesthetics, and anti-biotics. 

The first trend is towards a closer co-operation between the curative and the 
preventive. In some countries there is still a tendency to separate these two; yet in 
nursing the realisation is growing that the nurse in the hospital cannot make her best 
contribution to the care of the patient without a knowledge of the community from 
which he has come, unless she knows the facilities for continued care to which to 
direct him when he returns home, and unless she herself has a knowledge of prevention 
to enable her to carry out her function as a teacher of health. 

There is a second trend which is closely allied to the first, and it is the increasing 
emphasis on the patient in his social setting. It is not enough now to care for the 
patient in the bed and treat only the local conditions from which he suffers. To nurse 
him effectively we must know something of the home environment from which he 
came, the circumstances surrounding his illness, the problems to which he must 
return. Only if we are in possession of this knowledge can we nurse the whole patient, 
and care for his physical, mental and spiritual well-being. 

The third trend can be called the “team concept,” which inevitably affects our 
nursing. There must be team-work with colleagues of our own profession, team-work 
with those of other professions, a better team relationship with those we serve and 
those with whom we serve, and a team spirit which should co-ordinate the hospital 
services with all aspects of health work in the community. 

The role of the nurse in health programmes and her education for this role was 
the subject of Technical Discussions during the Ninth World Health Assembly. During 
these discussions, five functions were listed as being essential responsibilities of 
professional nursing, and of these five, two seem especially to stress the role of the 
nurse in the integration of health services. (1) Giving skilled nursing care to the sick 
and disabled in accordance with the physical, emotional and spiritual needs of the 
patient, whether that care is given in hospitals, homes, schools or industries. 
(2) Serving as a health teacher or counsellor to patients and families in their homes, 
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in hospitals or sanatoria, in schools or industries. 

We have already learned that the Executive Board which met following the Ninth 
World Health Assembly decided that the subject of the Technical Discussions to be 
held at the time of the Tenth World Health Assembly should be “ The Role of the 
Hospital in the Public Health Programme.” This too is a subject of interest and 
concern to nurses; and in preparation for the discussions in 1957, therefore, we would 
do well to review our conception of the function of the modern hospital and the part 
that it should play both in prevention and cure. For long it has been thought that 
a hospital has three major functions—the treatment of patients who are ill, the 
education of medical and nursing personnel, and research into the causes of disease. 
It would seem that hospitals have in the past concentrated mainly on their curative 
function, but it is becoming increasingly clear that for economic as well as for purely 
humanitarian reasons the need to promote health and to prevent disease is an urgent 
necessity, since the cost of illness can become a paralysing burden on individuals and 
on the community. 

At the time of the Fourth World Health Assembly the following point was stressed 
in a Resolution accepted by Government delegations—that it is “ undesirable to draw 
a line of demarcation between curative and preventive medicine ”;* and Dr. C-E. A. 
Winslow makes this same point when he states in his pamphlet on “ The Cost of 
Sickness and the Price of Health ” that “ intra-mural care needs to be correlated with 
clinic and home care; effective integration with the public health programme as a 
whole must be secured, and hospitals must become health centres in the full sense of 
the word.” + 

May it not be that the nurse who functions in all health programmes, whether 
they be concerned with prevention, with care or with rehabilitation, has an essential 
part to play in this necessary process of integration. As she gives skilled nursing care 
and at the same time teaches the principles of healthy living, she herself demonstrates 
what is meant by a comprehensive health service. It would seem to us as nurses 
that the time has come when there must be a greater co-ordination at the national and 
international levels in all humanitarian activities. Sick nursing and health nursing 
must join hands; the doctor, the sick nurse, the health nurse, the midwife, the social 
worker, must work increasingly as a team, and this is perhaps the greatest professional 
challenge for us in our generation. 


D.C.B. 
* World Health Organization (1951) Off. Rec. World Hlth. Org. 35, 18, 24 (resolutions WHA4.3 
WHA4.20). 


+t The Cost of Sickness and the Price of Health by C-E. A. Winslow: World Health Organization: 
Monograph Series No. 7 (1951). 


LEITARTIKEL 


Bei der Erhaltung der Gesundheit faellt der Krankenschwester notwendigerweise 
eine entscheidende Aufgabe zu; unser Aufgabenbereich wurde ja bereits vor hundert 
Jahren von Florence Nightingale umrissen. Sie sagte: “ Pflegen ist nicht nur Dienst 
am Kranken, sondern vielmehr Dienst am Gesunden. Ich sehe dem Tag entgegen, 
da alle Krankenschwestern in erster Linie Erhalterinnen der Gesundheit sein werden.” 
Heute, hundert Jahre spaeter, sind wir immer noch bestrebt, diese Worte in die 
Tat umzusetzen. Wir versuchen den Schwesternschiilerinnen zunaechst einmal die 
Grundbegriffe der Gesundheit beizubringen, ehe wir sie in der Behandlung von 
Krankheiten unterrichten. Wir versuchen, bei der beruflichen Ausbildung und im 
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Beruf selbst Vorbeugung und Heilung miteinander zu verbinden. 

Diejenigen von uns, die im Ausland als Pflegerinnen taetig waren, oder die dort, 
gemeinsam mit Krankenschwestern anderer Laender, Krankenpflege studiert und 
beobachtet haben wurden angeeifert durch die Entdeckung, dass wir ein gemeinsames 
Ziel besitzen. Es ist kein geringeres Ziel, als die Hebung der Gesundheit und 
Wohlfahrt der Menschen aller Laender; was immer ihnen fehlen mag, und ohne 
Ruecksicht auf Rasse, Glaubensbekenntnis, Klasse, Hautfarbe oder Staatsbuerger- 
schaft. Uns, als Pflegerinnen, geht die Krankheit an, weit mehr als die Nationalitaet. 
Auch haben wir gelernt, dass gewisse Tendenzen fuer unsere Arbeit als Pflegerinnen 
bestimmend sind, und zwar unabhaengig davon, welche Entwicklungsstufe unser Land 
erreicht hat und auf welcher Stufe die Heilkunst und die Krankenpflege dort stehen. 
Es sind Tendenzen, die die Pflege unserer Patienten betreffen und deren man sich 
bewusst sein muss, wenn unsere Arbeit mit der modernen Entwicklung Schritt halten 
soll. Diese Tendenzen sind an sich einfach genug, aber sie muessen gleichzeitig mit 
all den neueren Methoden beruecksichtigt werden, die sich aus dem Fortschritt und 
den Entdeckungen der Medizin, wie der Chirurgie, der Anaesthesie und der 
antibiotischen Heilmittel ergeben. 

Die erste dieser Tendenzen zielt auf eine engere Zusammenarbeit zwischen 
heilender und vorbeugender Behandlung ab. In manchen Laendern besteht allerdings 
noch immer die Neigung, diese beiden Methoden getrennt voneinander zu halten. Aber 
im Pflegerinnenberuf wird man sich doch mehr und mehr der Tatsache bewusst, dass 
die Schwester im Krankenhaus nur dann ihr Bestes fuer den Patienten tun kann, wenn 
sie die Umwelt kennt, in der er lebt; wenn sie weiss, welche Moeglichkeiten zur 
Fortsetzung der Pflege bestehen, wenn er nach Hause zurueckkehrt; und wenn sie 
selbst genug von der Lehre der Vorbeugung versteht, um ihre Aufgabe als Lehrerin der 
Hygiene erfuellen zu koennen. 

Eine zweite Tendenz steht im engen Zusammenhang mit der ersten das erhoehte 
Augenmerk, das auf die Umwelt des Patienten gerichtet wird. Heute genuegt es 


- nicht den Patienten im Krankenhaus zu behandeln und nur die spezielle 


Krankheit, an der er gerade leidet. Um ihn richtig pflegen zu koennen, muessen wir 
etwas von der Umwelt wissen, aus der er kommt, von den Begleitumstaenden seiner 
Erkrankung, und von den Lebensproblemen die er nach der Entlassung aus dem 
Krankenhaus vorfinden wird. Nur dieses Wissen kann es uns ermoeglichen, fuer die 
Gesamtpersoenlichkeit des Patienten zu sorgen, fuer seine physische, geistige und 
seelische Wohlfahrt. 

Die dritte Tendenz laesst sich vielleicht am besten mit dem Wort “ Mannschafts- 
begriff ” kennzeichnen und diese wirkt sich notwendigerweise auf unseren Pflegerin- 
nenberuf aus. Dieser Mannschaftsgeist muss uns bei der Zusammenarbeit mit 
Kolleginnen nicht bloss in unserem Beruf, sondern auch mit denen in anderen 
Berufen erfuellen. Was wir brauchen ist ein besserer Mannschaftsgeist, der uns mit 
denen verbindet, die mit uns arbeiten und mit denen, fiir die wir arbeiten; ein 
Mannschaftsgeist, der die Arbeit im Krankenhaus mit der gesamten Gesundheitspflege 
innerhalb der menschlichen Gemeinschaft vereint. 

Die Aufgabe der Krankenschwester im staatlichen Gesundheitsdienst und ihre 
Schulung fuer diese Aufgabe war das Thema fachmaennischer Eroerterungen auf 
der Neunten Konferenz der Weltgesundheitsorganisation. Fuenf Funktionen wurden 
damals genannt, die in das wesentliche Aufgabenbereich der Berufsschwester fallen. 
Und zwei dieser fuenf Funktionen lassen ganz besonders deutlich die Aufgabe 
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der Krankenschwester beim Ineinandergreifen des Gesundheitswesens und des Fuers- 
orgedienstes erkennen: (1) Fachgemaesse Pflege der Kranken und Invaliden, die die 
koerperlichen und seelischen Beduerfnisse des Patienten beruecksichtigt, ob nun diese 
Pflege in Krankenhaeusern, Heimen, in Schulen oder in Industriebetrieben erfolgt. 
(2) Unterricht, beziehungsweise Beratung in Gesundheitsfragen im Heim des Patienten 
oder fuer seine Familie, in Krankenhaeusern oder Sanatorien, in Schulen oder 
Industrie. 

Wir wissen auch, dass nach der Neunten Konferenz der Weltgesundheitsorganisa- 
tion deren Vorstand beschlossen hat, als Thema der Fachdiskussion “ Die Rolle des 
Krankenhauses im staatlichen Gesundheitsdienst ” zu waehlen. Auch dies ist ein 
wichtiges und interessantes Gebiet fuer die Krankenschwester. Es waere daher 
angebracht, wenn wir, als Vorbereitung fuer die Besprechungen des Jahres 1957, den 
Begriff der Funktion des modernen Krankenhauses und seines Beitrags bei Vor- 
beugung und Heilung erneut ueberpruefen wuerden. Die drei hauptsaechlichen 
Funktionen des Krankenhauses sind zwar laengst bekannt: die Behandlung der 
Kranken, die Ausbildung des aerztlichen und des Pflegepersonals und die Erforschung 
der Krankheitsursachen. Bisher scheinen sich die Krankenhaeuser aber hauptsaechlich 
der Pflegefunktion gewidmet zu haben, wenn auch immer deutlicher erkannt wird, 
dass aus wirtschaftlichen ebensowohl wie aus rein menschlichen Gruenden die Not- 
wendigkeit, die Gesundheit zu erhalten und Erkrankungen vorzubeugen, eine 
dringende ist. Denn die Unkosten, die mit der Krankheit des Einzelnen verbunden 
sind, koennen sich zu einer drueckenden Last nicht bloss fuer ihn, sondern fuer die 
Allgemeinheit entwickeln. 

Anlaesslich der Vierten Konfernz der Weltgesundheitsorganisation nahmen die 
einzelnen Regierungsabordnungen eine Entschliessung an, in der ausdruecklich betont 
wurde, man duerfe keinen Trennungsstrich zwischen heilender und vorbeugender 
Medizin ziehen.+ In seiner Denkschrift “ Die Unkosten der Krankheit und der Preis 
der Gesundheit ” vertritt Dr. C-E. A. Winslow denselben Standpunkt. Er schreibt: 
“ Die Krankenhauspflege muss mit der ambulatorischen Behandlung und der haeus- 
lichen Pflege eng zusammenarbeiten; eine wirksame Eingliederung dieser Pflege- 
taetigkeit in den staatlichen Gesundheitsdienst muss erreicht werden. Die Kranken- 
haeuser muessen im wahrsten Sinne des Wortes Mittelpunkte der Gesundheit 
werden.”* 

Und sollte nicht die Krankenschwester, die ja bei allen diesen Zweigen der 
Gesundheitspflege mitarbeitet, ob es sich nun um Vorbeugung, Pflege oder Wieder- 
herstellung von Koerper und Geist handelt, dazu berufen sein, eine entscheidende Rolle 
bei der Verschmelzung aller dieser Dienste, zu spielen ? Da sie fachmaennisch pflegt 
und gleichzeitig die Grundsaetze einer gesunden Lebensweise lehrt, zeigt sie praktisch, 
was unter einem umfassenden Gesundheitsdienst zu verstehen ist. Wir Schwestern 
sind ueberzeugt davon, dass heute die Zeit gekommen ist, fuer eine weltweite Zusam- 
menarbeit auf dem Gebiet aller humanitaeren Taetigkeit. Der Dienst am Kranken 
und der Dienst am Gesunden muessen einander die Haende reichen. Der Artz, die 
Krankenschwester, die Fuersorgerin, die Hebamme, sie alle muessen immer mehr im 
Geiste einer grossen Mannschaft zusammenarbeiten. Dies ist vielleicht die gewaltigste 
berufliche Aufgabe, die uns heute erwaechst. 


t Welt-Gesundheits-Organisation (1951) Oeff. Ber. WHO 35, 18, 24 (Entschliessungen WHA 4, 
3; WHA 4, 20). 


* The Cost of Sickness and the Price of Health by C-E. A. Winslow, WHO: Monograph Series 
No. 7 (1951). 
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EDITORIAL 


| Pies infirmiéres doivent jouer toujours un réle essential pour le maintien de la santé. 

Notre mission en tant qu’infirmiéres, Florence Nightingale l’énongait voila cent 
ans, lorsqu’elle disait: “ L’infirmiére ne sert pas seulement les malades, mais aussi les 
bien portants. Je souhaite voir un jour quand toutes les infirmiéres seront tout d’abord 
les infirmiéres de la santé.” Cent ans plus tard, nous essayons toujours d’appliquer 
ces paroles; nous essayons toujours d’enseigner 4 nos étudiantes infirmiéres les 
principes de la santé, avant méme que de leur enseigner le traitment de la maladie; 
nous essayons encore d’unir intimement les aspects préventifs et les aspects curatifs, 
dans notre enseignement professional comme dans notre service professionnel. 

Celles d’entre nous qui ont étudié et observé les soins infirmiers dans des pays 
autres que le nétre et qui ont procédé 4 ces études et observations, aux cOtés 
d’infirmiéres étrangéres, se sont senties inspirées par la découverte qu’il existe entre 
nous une communauté d’objectifs: il ne s’agit de rien moins que d’améliorer la santé 
et le bienétre de toutes les populations, quels que soient leurs besoins et quelles que 
soient leur race, leur religion, leur caste. leur couleur ou leur nationalité. En tant 
qu’infirmiéres, c’est le besoin qui nous préoccupe et non pas la nationalité. Nous 
avons aussi découvert que, quel que soit |’état d’évolution de nos pays respectifs 
quelles que soient leur conditions en ce qui concerne la médecine et les soins 
infirmiéres certaines grandes tendances influent sur notre travail: elles ont trait aux 
soins 4 donner 4 nos patients, et nous devons en tenir compte, pour que notre travail 
marche du méme pas que les progrés modernes. Ce sont la des tendances simples en 
elles-mémes, mais qu’il faut envisager céte 4 céte avec toutes les techniques nouvelles 
résultant des progrés et des découvertes médicales et chirurgicales, et en ce qui concerne 
les anesthésiques et les antibiotiques. 

La premiére tendance refléte une coopération plus étroite entre l’aspect curatif 
et l’aspect préventif. Dans certain pays il existe encore la tendance 4 les séparer. Dans 

: cadre des soins infirmiers, pourtant, on se rend de mieux en mieux compte que 
linfirmiére hospitaliére ne pourra vraiment bien soigner le patient, que si elle connait 
ia communauté d’oi vient ce patient, que si elle connait les moyens qu'elle lui 
conseillera d’employer pour poursuivre son traitment aprés le retour au foyer, que 
si elle a elle-eméme des notions de prévention, afin de pouvoir remplir son réle de 
professeur de santé. 

Il y a une seconde tendance étroitment liée 4 la premiére: on insiste de plus en 
plus sur la considération du patient dans son ambiance sociale. I] ne suffit plus 
aujourd’hui de soigner le patient au lit et de ne se préoccuper que de ce dont il 
souffre. Pour le soigner efficacement, il nous faut connaitre le milieu d’ou il vient, les 
circonstances dans lesquelles il est tombé malade et les problémes qu’il devra retrouver 
a son retour au foyer. Ce n’est que si nous disposons de telles connaissances, que nous 
pouvons soigner le patient tout entier et nous préoccuper de son bien-étre physique, 
moral et spirituel. 

La troisiéme tendance c’est celle du “ concept de l’équipe ” qui se fait inévitable- 
ment sentir dans les soins infirmiers. I] nous faut travailler en équipe avec nos 
collégues dans notre propre profession, travailler en équipe avec les collégues des 
autres professions, travailler mieux en équipe avec ceux que nous servons et ceux 
avec qui nous servons. I] nous faut un esprit d’équipe apte 4 coordonner les services 
hospitaliers avec tous les aspects de la santé dans la communauté. 
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Le réle de l’infirmiére dans les programmes de santé et sa formation 4 cette fin a 
été le sujet des discussions techniques au cours de la Neuviéme Assemblée Mondiale 
de la Santé. On y a énuméré cing fonctions comme étant des responsibilités 
essentielles des infirmiéres professionnelles, dont deux semblent soulnigner 
particuliérement le réle de l’infirmiére pour l’integration des services de santé: 
(1) donner des soins infirmiers expérimentés aux malades et aux esthropiés selon les 
besoins physiques, émotifs et spirituels des malades, que de tels soins soient donnés 
a Phépital, 4 domicile, 4 l’école ou dans l’entreprise. (2) servir de professeur ou de 
conseillére de santé aux patients et 4 leurs familles, 4 domicile, 4 Vhépital, au 
sanatorium, a |’école ou dans |’entreprise. 

Nous avons déja appris que la Commission Exécutive qui s’est réunie a l’issue de 
la IXiéme Assemblée Mondiale de la Santé a décidé que les discussions techniques 
devraient porter sur “ Le Role de !’H6pital dans le Cadre de la Santé Publique.” Cela 
aussi, les infirmiéres s’y intéressent et s’en préoccupent. En vue des discussions de 
1957, nous ferions donc bien de réviser notre conception du réle de l’hépital moderne, 
de la tache qu’il doit accomplir pour prévenir et pour guérir. Pendant longtemps, 
on a pensé qu’un hépital avait trois fonctions essentialles: traiter les patients qui sont 
malades, former le personnel médical et infirmier, faire des recherches concernant les 
causes de la maladie. Apparemment, les hépitaux se sont surtout concentrés autrefois 
sur leur rdle curatif, mais il devient de plus en plus évident que, pour des raisons 
économiques aussi bien que pour des raisons purement humanitaires, la nécessité 
s’impose de plus en plus de promouvoir la santé et de prévenir la maladie, puisque 
le coiit de la maladie peut en effet devenir, pour les individus comme pour la 
communauté un fardeau écrasant. 

Lors de la [Véme Assemblée Mondiale de la Santé, une résolution approuvée par 
les délégations gouvernementales soulignait que: “Il n’est pas souhaitable de tracer une 
ligne de démarcation entre la médecine curative et la médecine préventative.”+ Et le 
docteur C-E. A. Winslow proclame le méme principe, lorsqu’il déclare dans sa 
brochure sur “ Le Coit de la Maladie et le Prix de la Santé ” que “ les soins hospitaliers 
doivent étre liés étroitement aux soins donnés dans les dispensaires et 4 domicile; 
il faut établir une union efficace avec l’ensemble du service de santé publique et les 
hépitaux doivent devenir des centres de santé dans le vrai sens du mot.” * 

Et linfirmiére, qui travaille dans tous les services de santé, qu’il s’agisse de 
prévenir, de soigner ou de rééduquer, n’a-t-elle pas un réle essential 4 jouer dans ce 
processus nécessaire d’integration. En donnant des soins infirmiers expérimentés et, 
en méme temps, en enseignant les principes d’une vie saine, elle démontre par elle- 
méme ce que signifie un service de santé total. Nous autres infirmiéres, nous estimons 
que l'heure est venue d’effectuer une coordination meilleure de toutes les activités 
humanitaires, a l’échelon national, comme 4 |’échelon international. Les soins aux 
malades et les soins aux bien portants doivent aller de pair. Médecins, infirmiéres 
hospitaliére, visiteuses de santé, sages-femmes, assistantes sociales, doivent travailler 
de plus en plus en équipes et c’est peut-étre la la plus grande mission professionelle de 
notre génération. 

D.C.B. 


+ Organisation Mondiale de la Santé (1951) Pub. of. de l’org. Mondiale de la Santé 35, 18, 24 
(Résolutions WHA 4, 3 WHA 4, 20). 


* The Cost of Sickness and the Price of Health par C-E. A. Winslow, World Health Organiza- 
tion: Monograph Series No. 7 (1951). 
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Report of the Technical Discussions at 
the Ninth World Health Assembly 


“Nurses: their Education and their Role in Health Programmes” was selected 
by the Seventh World Health Assembly as the subject for the technical discussions 
at the Ninth World Health Assembly. 

It was considered desirable to have the subject discussed first in member countries 
by groups of nurses and other members of the health team. Accordingly, an outline 
was prepared which could be used to stimulate discussion and was sent to member 
governments early in 1955 and to international organizations which are in official 
relationship with the World Health Organization, such as the International Council 
of Nurses, which sent the outline to national member associations. 

The subject was discussed widely by nursing groups and allied professional 
workers who were responsible for health services throughout many of the Member 
countries. Forty comprehensive reports of the discussions in those countries were 
returned to WHO and formed the basis for the background paper (A9/Technical 
Discussions/1) which was transmitted to all Member countries prior to the 1956 
meeting of the World Health Assembly. This paper and the questions attached served 
as a basis for the discussions. 

Dame Elizabeth Cockayne, Chief Nursing Officer, Ministry of Health for England 
and Wales, was nominated by the President of the Assembly and appointed by the 
Executive Board, as the General Chairman for the technical discussions. 

A total of eleven hours was devoted to the discussions. These consisted of an 
opening and a closing plenary session and three sessions of each of the nine discussion 
groups. The total registration for the group discussions was 213. Each of the nine 
groups had an average attendance of 20. More than 200 persons attended each of the 
plenary sessions. Nurses were included with the official delegations from 21 countries 
and iv addition international organizations in official relationship with WHO, had 
nursing representatives present throughout the technical discussions, the International 
Council of Nurses being represented by the President, Mademoiselle Marie M. Bihet. 

The general chairman opened the first plenary session with a statement regarding 
the purpose of the discussions, and their informal nature. The persons participating 
were not official representatives of their governments but were participating as 
individuals. 

She pointed out that nurses throughout the world were challenged by the oppor- 
tunity to participate in the preliminary plans for these discussions and that they were 
awaiting eagerly the reports of these discussions. Florence Nightingale wrote many 
thousands of words but she had little patience for words without action. Nurses are 
anticipating action in their plans to improve nursing service and to provide better 
educational facilities for professional nurses. 

The four symposium speakers and their subjects were: 

“ An Account of the Preparations made in India for the Technical Discussions ” 

by Miss Adranvala, Chief Nursing Superintendent, India. 

“The Health Administrator Views the Role of the Nurse in the Health 

Programme” by Dr. Allwood-Paredes, Director-General of Health, 
El Salvador. 

“The Implications of this Role for Nursing Service and Nursing Education ” 

by Miss Duvillard, Director, Bon Secours School of Nursing, Geneva. 
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“The Contribution of the Doctor and the Health Administrator in the Future 
Development of Nursing” by Professor Canaperia, Director, International 
Health Service, Italy. 

Miss T. K. Adranvala, Chief Nursing Superintendent, India, said: 

“The present role of nurses and midwives in India lies mainly in hospital work. 

“ Nurses themselves, are beginning to feel dissatisfied with a role confined mainly 
to hospitals. What then, do they see as their future role ? The Trained Nurses Associ- 
ation of India expect nurses to be able to give good nursing care, to play their part 
in the prevention of disease and rehabilitation, to demonstrate and teach nursing and 
healthful living, to be called upon to appraise nursing needs and advise on how they 
should be met, and to supervise and give guidance and leadership to nurses and 
auxiliary nursing personnel. 

“ Recruitment was a question on which much discussion was centred. It is a 
common ‘impression, not confined to India alone, that the right type of candidate 
is not obtained, though in India, in most parts of the country recruits are not lacking 
in number. What was needed was the development of the right type of training which 
would develop and strengthen in young students the qualities considered desirable. 

“The development of character is one of the accepted aims of training 
programmes, but most of us feel that not enough attention has been given to so doing. 

“We must face the fact that all the needs that are within the range of nursing 
cannot be met as long as demand for nursing care is greater than the supply. It is 
usually in this kind of setting that nursing becomes depersonalized and routinized, 
and fails to live up to the criteria of a profession. In a country where there is only 
one nurse to about 24,000 people, it is not surprising to find that all discussion soon 
veers round to this question of a shortage of nurses. 

Dr. J. Allwood-Paredes, Director-General of Health, El Salvador, spoke of the 
historical background to nursing and of the relationship between health and 
economic and educational levels. 

Miss M. Duvillard, Director, Bon Secours School of Nursing said: 

“ Tt has been said that the function of the nurse is undergoing a profound change. 
In ten or fifteen years it will be radically different from what it is now. 

“ The simple physical care which the nurse formerly gave to patients, has become 
a complex function, the main objective of which lies beyond recovery and is, in the 
long run, the prevention of sickness, and the promotion of health. 

“ This being so, great changes must be made in the organization of the nursing 
services and in education for nursing, for as the scriptures put it, new wine cannot be 
put into old bottles. 

“ Faced with a multitude of new duties which she may be asked to perform, the 
nurse must make the difficult choice between those she intends to carry out herself 
and those which she will leave to other members of the nursing staff. In this 
connection, the decision taken by the nurse must be based on reason rather than on 
sentiment. 

“ Tf the nurse is expected to give nursing care of a more skilled nature and deal 
with more complex psychological and social problems, she must have the time 
necessary for the preparation and carrying out of such nursing care. 

“In nursing services, where the quality and number of nursing staff raise 
problems of equal importance, it seems obvious that the employment and distribution 
of such staff should be organized with the greatest care and with an eye to economy. 
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“Tt is here that the administrative role of the nurse appears. At all levels of 
authority, from the nurse superintendent of an institution to the nurse responsible for 
the smallest service unit each in her own place exercises an important administrative 
function: 

She establishes, in collaboration with her staff, the plan of nursing care; 

She supervises the application and evaluates the result of the care given; 

She places each member of the available staff where he or she can best 
contribute; 

She ensures satisfactory inter-personal relations which have bearing on the 
patient’s recovery and improve nursing service; 

She ensures co-ordination between the nursing service and other services 
provided by the health organization. 

“If the aim of the health services is to go beyond curative and individual treat- 
ment and tend towards the promotion of preventive and social medicine and the 
development of health for the benefit of the individual and the community, the nurse 
finds a new responsibility as educator. 

“To facilitate training, both from the standpoint of the quality and the number 
of nurses which society will require ten or twenty years hence, it is important that 
nursing schools should immediately take all the necessary steps to modify their action 
on the three following points: 

1. The choice of candidates should be made with ever-increasing care. 

2. The period of training, if it is not to be lengthened, should be better utilized. 

3. The curriculum and teaching methods call for modification. In the first place, 

the atmosphere in which studies are pursued should be in harmony with 
the spirit of independence and the sense of responsibility which we wish to 
develop in the student. 

“ And what is to be said concerning the theoretical and practical curricula which 
in many countries is already too heavy ? 

“ What we would like to see is not additional content but rather a broadening of 
the whole programme. 

“A nucleus of biological sciences should be selected in terms of the nurse’s 
functions and not by borrowing a few subjects from the syllabus of medical schools. 

“The student’s knowledge of the field of social sciences should be developed, 
especially in relation to sociology and psychology, thus enabling her to understand 
that health is the result of an overall equilibrium of the human being and the adjust- 
ment of the latter to his environment. 

“ What the student nurse must know of the medical sciences, she must learn 
simultaneously in three directions, so as to be able to use her knowledge in caring for 
her patients, in preventing sickness and in promoting health. 

“Post-basic programmes are a necessary corollary to the broad basic 
preparation.” 

Professor Canaperia, Director, International Health Service, Italy, said: 

” Physicians and nurses belong to the same ‘ health family ’ and must work as a 
team, in full and harmonious collaboration, each with his or her functions, role and 
responsibilities. The nurse must take part in this team work armed with good 
technical training which must not cease when she leaves school or takes her diploma, 
but which should continue throughout her professional career, thanks to ever more 
extensive and fresh experience. The physician can and should assist in this further 


| 
bit, 


OcToser 1956 ll 


training with his advice and leadership in the common task. But, when all is said and 
done, technical training is not enough to make the complete nurse, if it is not backed 
by spiritual qualities such as devotion, altruism, kindliness and charity which in the 
past have animated those who have made such noble contributions to the story of the 
care of the sick. Technical training and the necessary spiritual qualities make the 
nurse a real missionary in the service of mankind.” 

Following the four papers, the Chairman called on Miss Pearl McIver, WHO 
Special Consultant for the Technical Discussions, to summarize the symposium papers. 

Each of the nine discussion groups prepared a fairly detailed report of their 
discussions of the background paper under the headings below. 


THE ROLE OF THE NURSE IN HEALTH PROGRAMMES 
All the groups reviewed the functions in the background paper and there was 
general agreement that the role of the nurse will vary according to the availability of 
all types of health personnel; the particular health problems of the area; the stage of 
development of the health programmes of the country; and the level of both general 
and professional educational achievement within each country. 

Five functions are listed as being essential responsibilities of professional 

nursing: 

1. Giving skilled nursing care to the sick and disabled in accordance with the 
physical, emotional and spiritual needs of the patient whether that care is 
given in hospitals, homes, schools or industries. 

. Serving as a health teacher or counsellor to patients and families in their 
homes, in hospitals or sanatoria, in schools or industries. Because of her 
extensive and intimate contact with patients and families, she usually has the 
confidence of the family and is in a strategic position to put scientific infor- 
mation into simple language which they will understand, accept and put into 
practice. 

. Making accurate observations of physical and emotional situations and 

conditions which have a significant bearing on the health problem and 
communicating those observations to other members of the health team, or to 
other agencies having responsibility for that particular situation. Thus the 
nurse is a very valuable liaison between the patient and the physician, the 
research scientist, the sanitarian, the social worker, the school teacher or the 
industrial foreman. 
Selecting, training and giving guidance to auxiliary personnel who are 
required to fulfil the nursing service needs of hospital or public health agency. 
This also involves an evaluation of the nursing needs of a particular patient 
and assigning personnel in accordance with the needs of that patient at a 
particular time. 

. Participating with other members of the team in analysing the health needs, 
determining the services needed, and in planning the construction of facilities 
and the equipment needed to carry out those services effectively. 


THE EDUCATION OF THE NURSE 
Each of the nine groups devoted considerable time to this phase of the subject. 


While each group approached the subject somewhat differently, the conclusions 
reached were amazingly similar. 
Recruitment of Students 


It was agreed by all the groups that attracting a sufficient number of qualified 


F 


12 INTERNATIONAL Nursinc REVIEW 


candidates for schools of nursing and selecting the most suitable ones, is a big 
problem. Several suggestions were made by the various groups which may aid or 
influence the recruitment of student nurses. 

1. The attitude of the public towards the nursing profession influences recruit- 
ment of students more than any single factor. 

2. Comfortable living quarters for students which provide them with an 
opportunity to lead a normal life. 

3. Accurate and attractive information about the activities of and the oppor- 
tunities for nurses should be conveyed to parents of potential candidates, and 
to teachers and students in secondary and preparatory schools. Several 
groups expressed a need for films, other visual aids and pamphlets in the 
language of the country. 

4. While a good general education is an important requirement, personal 
characteristics such as an interest in people, a desire to serve mankind, and 
an ability to understand and accept people are important qualities in a nursing 
candidate. 

5. Some countries have found that those nursing schools which provide a high 
standard of education attract and retain more and better qualified students. 

6. Bursaries or stipends should be provided for those students unable to pay for 
their education in nursing. 

Organization and Administration of Basic Schools of Nursing ' 

All the groups agreed that the primary purpose of a school of nursing was to 
provide a sound education in nursing. It was recognized that some nursing schools 
appear to be organized primarily to provide service to the patients of a particular 
hospital. Student nurses do and should render nursing care to patients. However, 
the nursing service assignments of students should be based on the educational needs 
of the student rather than on the needs of the hospital. Therefore, the majority of 
the groups advocated that schools of nursing be administered as separate entities and, 
where possible, as an integral part of a university or other educational institution. 

The schools of nursing should be directed by a qualified nurse who is skilled in 
teaching and familiar with methods of educational administration. Physicians who 
are skilled teachers are also required. 

Financial support from the government or from private sources should be 
provided for nursing schools in the same manner as it is provided for other types of 
professional schools. 

The curriculum of the school of nursing should provide for a general education 
in nursing including instruction and experience in surgical, medical, pediatric and 
maternity nursing. In addition, all the groups urged that more emphasis be given 
to preventive medicine and the promotion of health. It was agreed that experience in 
health centres and homes (under the supervision of public health nurses) should be 
included also. Recognition of the need for such background subjects as sociology 
and psychology was emphasized also and the need to teach and practice sound 
principles of mental hygiene and human relationships throughout the entire 
curriculum. Guidance and character building activities should be encouraged to 
assure the development of emotionally secure and socially acceptable young people. 
It was emphasized also that modern methods of instruction such as seminar 
discussions, demonstrations and ward clinics should be employed as well as formal 
lectures. 


It was pointed out that in some countries where midwifery training has been well 
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established, nursing schools give little or no preparation in maternity nursing. 
Maternity nursing was believed to be an essential part of the nursing school 


curriculum, although the basic school should not be expected to prepare its graduates 
for midwifery practice. 


Post-basic Education 


The groups agreed that teachers, supervisors, and administrators in both hospital 
and public health nursing services, needed additional preparation beyond that received 
in the basic nursing schools. Some countries have established post-basic programmes 
of study in these fields and also in some clinical specialities. It was agreed that it is 


desirable that post-basic courses should be on a university level and, where possible, 
under university direction. 


THE ADMINISTRATION AND EFFECTIVE UTILIZATION OF 
NURSING SERVICES 

While the background paper considered “ utilization ” and “‘ administration ” as 
separate subjects, the group chairmen and rapporteurs agreed that effective utilization 
was one phase of good administration. 

All the groups emphasized the importance of “the health team” and the value 
of a good team spirit. It was agreed that there are various types of teams within the 
hospital or public health agency. There is the administrative team made up of the 
medical officer and the chiefs of all divisions or departments. There are teams which 
may be planning and promoting a special health programme such as malaria control 
or child hygiene. There are nursing teams on each ward or unit of a hospital or 
teams concerned with rehabilitation of chronic disease patients which may be 
composed of physician, nurse, physical therapist, occupational therapist, psychologist, 
etc. The hierarchy of health and hospital administration tends to make the develop- 
ment of the team spirit difficult—but this can be overcome by an attitude of respect 
for the dignity of the individual in whatever capacity he (or she) may be serving. 

A majority of the discussion groups emphasized the need for a chief nursing 
officer in the national or federal health agency. This nurse should be directly respon- 
sible to the administrator of the health programme for that country. 


FINAL PLENARY SESSION 

Following the reports from the nine groups, discussion from the floor was invited. 
A number of delegates commented on the methods used in these discussions, the value 
of discussing this problem jointly with the nurses and re-emphasized some of the points 
brought out in the group discussions. 

The General Chairman then called on Mrs. Leone and Sir Arcot Mudaliar to 
summarize the sessions briefly. Mrs. Leone said: 

“ This is the first time, on an international basis, that the outstanding doctors and 
health administrators have met with nurses to consider together problems of nursing. 
This is an historic occasion, but, more important is the practical value it will have 
for progress in health.” 

Sir Arcot Mudaliar, in his comments, said he was very glad that a definite 
understanding had been reached about the role of the nurse, and while it may differ 
from country to country, it is generally realized that there is a good reason for the 
view we take that the functions of the nurse must be carried out under suitable 
conditions, We are painfully conscious of the fact that there are countries with 
varying degrees of evolution, but we must at the same time realize that there should 
be, not an ideal, but a normal method of training and recruiting nurses everywhere. 
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Rapport sur les Discussions Techniques qui ont 
eu Lieu lors de la Neuvieme Assemblee Mondiale 
de la Sante 


La septiéme Assemblée Mondiale de la Santé a décidé que les discussions 
techniques de la neuviéme Assemblée Mondiale de la Santé auraient pour théme: 
“Les infirmiéres et les visiteuses d’hygiéne: leur formation et leur réle dans les 
services de la santé.” 

Estimant qu’il était souhaitable que la question fit préalablement débattue dans 
les pays Membres par des groupements d’infirmiéres et autres éléments de l’équipe 
sanitaire, !OMS a dressé, pour stimuler les discussions, un schéma qu’elle a envoyé 
aux Etats Membres au début de 1955 et aux organisations internationales qui sont en 
relations officielles avec Organisation mondiale de la Santé, y compris le Conseil 
International des Infirmiéres qui ont transmis le schéma 4 leurs associations membres 
nationales. 

Le sujet a été largement discuté par les groupements d’infirmiéres et par diverses 
catégories de personnel apparenté responsable de services sanitaires dans tout le 
territoire de nombreux Etats Membres. Quarante rapports trés complets sur ces 
discussions ont été renvoyés a l’OMS et ont formé la base du document fondamental 
(A9/Technical Discussions/1) qui a été transmis 4 tous les Etats Membres avant la 
session de 1956 de l’Assemblée Mondiale de la Santé. Ce document et les questions 
qui l’accompagnent ont guidé les discussions. 

Dame Elisabeth Cockayne, Chief Nursing Officer, Ministére de la Santé 
d’Angleterre et du Pays de Galles, a été désignée par le Président de l’Assemblée, et 
nommée par le Conseil exécutif aux fonctions de Présidente générale des discussions 
techniques. 

Onze heures au total ont été consacrées aux discussions. Celles-ci se sont réparties 
entre une séance pléniére d’ouverture, une séance pléniére de cléture, et trois séances 
de chacun des 9 groupes. Les personnes qui se sont fait enregistrer pour participer 
aux travaux des groupes de discussion étaient au nombre de 213. Chacun des 9 
groupes réunissait en moyenne 20 personnes. Plus de 200 personnes ont assisté a 
chacune des séances pléniéres. Les délégations officielles de 21 pays comprenaient 
des infirmiéres et, d’autre part, les organisations internationales qui entretiennent des 
relations officielles avec OMS s’étaient fait représenter par des infirmiéres pendant 
toute la durée des discussions techniques, le Conseil International des Infirmiéres 
étant representé par la Présidente Mademoiselle Marie M. Bihet. 

La Présidente générale a ouvert la premiére séance pléniére et fait un exposé sur 
objet des discussions tout en soulignant qu’elles étaient de nature officieuse et que 
les personnes qui y participaient le faisaient 4 titre individuel et n’avaient pas la 
qualité de représentants officiels de leur gouvernement. 

La Présidente a déclaré que dans le monde entier les infirmiéres ont été stimulées 
par l’occasion qui s’offrait 4 elles de participer a la préparation des présentes 
discussions et qu’elles attendent avec impatience de prendre connaissance des rapports 
auxquels ces débats donneront lieu. Florence Nightingale a beaucoup écrit, mais elle 
supportait mal les paroles qui n’étaient pas suivies d’action. Les infirmiéres attendent 
des actes concernant leurs projets d’amélioration du service infirmier et de la 
formation professionnelle des infirmiéres qualifiées. 
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Les quatre orateurs et leurs sujets furent: 

“ Compte rendu des préparatifs faits dans l’Inde en prévision des discussions 
techniques ” par Mlle. Adranvala, Directrice des Services Infirmiers de I’Inde. 

“ Comment l’administrateur de la santé publique envisage le rdle de l’infirmiére ” 
par le Dr. Allwood-Paredes, Directeur général de la Santé du Salvador. 

“Répercussions de ce réle pour le service infirmier et pour l’enseignement 
infirmier ” par Mlle. Duvillard, Directrice de Ecole d’infirmiéres du Bon 
Secours, Genéve. 

“Contribution du médecin et de l’administrateur de la santé publique au 
développement futur des soins infirmiers” par le Professeur Canaperia, 
Directeur en Chef du Bureau des Rapports Internationaux du Haut- 
Commissariat pour |’Hygiéne et la Santé Publique, Italie. 

Mlle. T. K. Adranvala, Directrice des Services Infirmiers de !’Inde dit: 

Le role des infirmiéres et des sages-femmes de I’Inde s’exerce surtout aujourd’hui 

a Phopital. 

Les infirmiéres commencent ellesemémes a déplorer que leur réle soit 
essentiellement limité aux hépitaux. Comment donc envisagent-elles leur réle futur ? 
The Trained Nurses Association of India attendons de l’infirmiére qu’elle soit capable 
de fournir de bons soins infirmiers, de jouer son réle dans la prévention de la maladie 
et dans la réadaptation des malades, d’enseigner, notamment par des exemples concrets, 
les soins infirmiers et une bonne hygiéne de vie, de participer a |’évaluation des besoins 
en matiére de soins infirmiers et de fournir des conseils sur la fagon dont il 
conviendrait d’y répondre, ainsi que de diriger, de conseiller et d’orienter les 
infirmiéres et le personnel infirmier auxiliaire. 

Le recrutement du personnel infirmier a fait l’objet de longues discussions. 
L’impression générale, qui n’intéresse pas exclusivement I’Inde, est que nous ne 
disposons pas des candidats qu’il faudrait, quoique dans |’Inde, dans la plupart des 
régions des pays, les candidatures sont nombreuses. 

Ce qu’il faut, c’est mettre au point une formation satisfaisante propre a créer 
et a renforcer chez nos jeunes étudiantes les qualités que nous considérons comme 
souhaitables. 

La formation du caractére est l’un des buts reconnus des programmes de ces 
écoles, mais la plupart d’entre nous estiment qu’on n’a pas fait des efforts suffisants 
dans ce sens, “ Nous devons reconnaitre que tous les besoins qui se manifestent dans 
le domaine d’action de |’infirmiére ne pourront pas étre satisfaits aussi longtemps que 
la demande de sojns infirmiers excédera l’offre. C’est habituellement dans un cadre 
de ce genre que l’anonymat et la routine envahissent la profession qui devient alors 
incapable de remplir convenablement son réle.” Dans un pays qui ne posséde qu’une 
infirmiére pour environ 24,000 habitants, il n’est pas étonnant que toute discussion 
se raméne bien vite a la question de la pénurie d’infirmiéres. 

Dr. J. Allwood-Paredes, Directeur Général de la Santé du Salvador parlait de 
Phistoire des soins infirmiers et des influences réciproques qui séchangent entre la 
santé et le niveau atteint par l'économie et l’instruction. 

Mile. M. Duvillard, Directrice de Ecole l’Infirmiéres du Bon Secours, Genéve 
observa qu'il vient d’étre dit que la fonction de linfirmiére est en voie de se 
transformer. Dans dix ou quinze ans elle aura radicalement changé. 

Les soins physiques simples que demandaient a Il infirmiére les malades 
d’autrefois se sont mués en une fonction complexe qui au-dela de la guérison vise, 
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a longue échéance, la prévention de la maladie, le maintien et le développement de la 
santé physique et mentale. 

Si tel est le cas, un renouvellement profond doit intervenir tant dans 
organisation du service des soins que dans la formation des infirmiéres, car, comme 
le disent les Ecritures, l’on ne met pas du vin nouveau dans de vieilles outres. 

Devant l’ampleur des téches nouvelles qui peuvent lui incomber, l’infirmiére 
doit faire le choix difficile de celles qu’elle exécutera elle-méme et de celles qu’elle 
déléguera a d’autres membres du personnel soignant. Ce choix exige de l’infirmiére 
des décisions plus rationnelles qu’affectives. 

Si l’infirmiére doit accomplir des soins techniquement plus délicats et faire 
face a des problémes psychologiques et sociaux plus complexes, il lui faut disposer 
du temps qu’exigent la préparation et l’exécution de tels soins. 

Dans les services de soins infirmiers ot la qualité et le nombre du personnel 
soignant sont des problémes qui rivalisent d’importance, il semble clair que l’emploi 
et la distribution de ce personnel soient faits avec le plus grand soin et avec un réel 
souci d’économie. 

C’est ici qu’apparait le réle administratif de l’infirmiére. A tous les échelons 
de la hiérarchie, de l’infirmiére surintendante d’un établissement a l’infirmiére respon- 
sable de la plus petite division de service, chacune 4 sa place, exerce d’importantes 
taches administratives telles que: 

Etablir en collaboration avec le personnel, le plan des soins; 
Superviser l’exécution et apprécier le résultat des soins donnés; 
Placer chaque personne 1a oi celle-ci rendra son maximum; 
Faire régner de bonnes relations humaines, facteur de guérison pour le malade 
et de bon rendement pour le personnel ; 

5. Etablir la coordination entre le service des soins infirmiers et les autres 

services. 

Si le but des services sanitaires doit dépasser le cadre de la médecine curative 
et individuelle, et tendre toujours plus vers le développement d’une médecine 
préventive et sociale et vers l’épanouissement, pour l’homme et la collectivité humaine 
de la santé sur tous les plans, |’infirmiére y trouve sa place d’éducatrice. 

Pour faciliter la préparation, tant au point de vue de la qualité que du nombre 
des infirmiéres dont la société aura besoin d’ici dix ou vingt ans, il est important que 
les écoles d’infirmiéres mettent d’ores et déja tout en ceuvre pour modifier leur action 
sur les trois points suivants: 

1. Les choix des candidates devrait étre fait avec toujours plus de discernement. 

2. Le temps d’études pour ne pas étre prolongé devrait étre mieux employé. 

3. Le programme d’études et les méthodes d’enseignement demandent 4 étre 
transformés. Tout d’abord le climat dans lequel se déroulent les études doit 
s’harmoniser avec l’esprit d’indépendance et le sens des responsabilités que 
l’on veut développer chez l’éléve. 

Que dire du contenu du programme théorique et pratique déja trop chargé dans 

biens des pays ? 

Ce ne sont pas des adjonctions que nous voudrions y voir introduire mais un 
nouveau souffle qui en élargirait les bases. 

Il y a un noyau de sciences biologiques dont le choix est 4 déterminer par rapport 
aux fonctions que l’infirmiére exerce et non plus en empruntant quelques notions aux 
programmes des facultés de médecine. 
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Un contact de l’éléve avec les sciences sociales est 4 développer en particulier dans 
les domaines de ia sociologie et de la psychologie; ceci lui permettra de comprendre 
que la santé est le résultat d’un équilibre de la totalité de |’étre humain et d’une 
adaption de celui-ci 4 son milieu de vie. 

Ce que léléve infirmiére doit connaitre des sciences médicales, elle doit 
apprendre simultanément sur trois plans afin d’étre préte a s’en servir pour soigner 
les malades, pour prévenir la maladie et pour développer la santé. 

Il convient d’envisager comme corollaire indispensable au programme de base 
nouveau que nous préconisons un enseignement supérieur adapté également aux 
fonctions nouvelles de l’infirmiére. 

Professeur Canaperia, Directeur pour les Questions Internationale de Santé au 
Haut-Commissariat pour l’Hygiéne et la Santé Publique, Italie dit: 

Médecins et infirmiéres appartiennent 4 la méme famille sanitaire et doivent 
opérer en équipe, chacun avec ses attributions, son rdle et ses responsabilités propres 
et tous travaillant en pleine et harmonieuse collaboration. L’infirmiére doit participer 
a ce travail d’équipe avec une bonne préparation technique qui ne saurait s’achever 
avec l’école ou l’obtention du dipléme, mais qui doit étre poursuivie pendant toute la 
carriére grace aux legons renouvelées de l’expérience. A ce perfectionnement, le 
médecin peut et doit contribuer par ses conseils et par la direction qu’il imprime au 
travail comniun. Mais la préparation technique n’est pas suffisante pour faire une 
infirmiére complete, si elle n’est pas renforcée par des qualités spirituelles telles que 
le dévouement, l’altruisme, la bonté, la charité qui ont animé, dans lepassé, ceux et 
celles qui ont écrit des pages si lumineuses dans l’histoire de l’assistance 4 ’humanité 
souffrante, préparation technique et qualités spirituelles qui font de linfirmiére une 
véritable missionaire au service de ’humanité. 

La Présidente invita ensuite Miss Pearl McIver, Consultant spécial de ’OMS 
pour les discussions techniques, 4 résumer les documents du symposium. 

Chacun des neuf groupes de discussion a établi un compte rendu assez détaillé 
du débat sur le document de base sous les rubriques audessous. 


ROLE DE L’INFIRMIERE DANS LES PROGRAMMES SANITAIRES 


Tous les groupes ont examiné les fonctions énumérées dans le document de base 
et ont reconnu que le réle de l’infirmiére varie sous l’effet d’un certain nombre de 
facteurs; effectif des autres catégories de personnel sanitaire; problémes sanitaires 
propres a la région considérée; stade de développement des programmes sanitaires; 
niveau d’instruction générale et professionnelle. 

Les fonctions essentielles de ’infirmiére sont au nombre de cing: 

1. Dispenser des soins infirmiers compétents aux malades et aux infirmes, 
compte tenu des besoins physiques, affectifs et spirituels du malade, a l’hdpital 
au foyer a l’école, sur le lieu de travail. 

2. Jouer un réle d’éducatrice ou de conseillére en matiére de santé auprés des 
malades et de leur famille, dans leur foyer, dans les hépitaux et dans les sana- 
toriums, dans les écoles ou dans les établissements industriels. L’infirmiére, 
ayant avec les malades et leur famille des relations suivies et intimes, jouit 
habituellement de la confiance de la famille et se trouve particuliérement 
bien placée pour transposer les données scientifiques en langage simple que 
ces personnes comprendront, accepteront, et mettront en pratique. 

Observer de fagon précise les situations ou conditions physiques et affectives 
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qui exercent un effet important sur la santé et communiquer ces observations 

aux autres membres de l’équipe sanitaire ou aux institutions compétentes. 
Ainsi, l’infirmiére établit une liaison précieuse entre le malade, le médecin, 
le chercheur, le technicien de |’assainissement, le travailleur social, le maitre 
d’école ou l’employeur. 

4. Sélectionner, former et guider le personnel auxiliaire nécessaire pour répondre 
aux besoins du service infirmier de l’hépital ou de l’institution de santé 
publique. Dans ce réle, l’infirmiére doit juger 4 tout moment des soins 
infirmiers dont chaque malade a besoin et lui affecter le personnel corres- 
pondant. 

5. Participer avec les autres membres de l’équipe a l’analyse des besoins 
sanitaires, 4 la détermination des services nécessaires et a l’établissement 

des plans pour la construction des locaux et 4 la mise en place du matériel 

qui permettront d’assurer efficacement ces services. 


LA FORMATION DE L’INFIRMIERE 


Les neuf groupes ont consacré un temps considérable a l’examen de cet aspect 
du probléme, et bien qu’ils l’aient abordé chacun sous un angle différent, on reléve 
une similitude frappante dans les conclusions auxquelles ils ont abouti. 


Recrutement des éléves. 

Tous les groupes ont été d’avis qu’il est trés difficile d’attirer vers les écoles 

d’infirmiéres un nombre suffisant de candidates possédant les qualités requises et que le 

choix des éléments les plus capables constitue souvent une tache malaisée. Plusieurs 

suggestions ont été formulées par les divers groupes en vue de faciliter ou d’orienter le 
recrutement d’éléves-infirmiéres. 

, 1. Plus que tout autre facteur, le degré d’estime qui s’attache dans l’opinion 

publique 4 la profession infirmiére influe sur le recrutement des éléves. 

2. Il est indispensable d’assurer aux éléves des possibilités de logement 
confortable qui leur permettent de mener une vie normale. 

3. Il convient de fournir aux parents des candidates éventuelles, ainsi qu’aux 
professeurs et aux éléves des écoles préparatoires ou secondaires, des infor- 
mations précises et encourageantes sur les activités des infirmiéres et les 
possibilités qui leur sont offertes. Plusieurs groupes ont recommandé 
d’utiliser 4 cet effet des films cinématographiques et d’autres moyens visuels 
d'information ainsi que des brochures établies dans la langue du pays 
intéressé. 

4. Encore que la possession d’une bonne instruction générale soit une condition 
importante, les qualités personnelles telles que le don de sympathie, le désir 
de servir son prochain, l’esprit de compréhension et de tolérance sont trés 
importantes chez une candidate a la profession d’infirmiére. 

5. On a constaté dans certains pays que les écoles d’infirmiéres qui assurent 
une formation d’une haute qualité attirent un plus grand nombre de candi- 
dates mieux qualifiées et les retiennent plus facilement. 

6. Il importe d’accorder des bourses ou des allocations aux candidates qui n’ont 

pas la possibilité de subvenir elles-mémes aux frais de leurs études. 
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Organisation et administration des écoles d’infirmiéres assurant une formation de base. 
Tous les groupes ont admis que le but essentiel d’une école d’infirmiéres est de 
donner une formation solide. On a constaté que certaines écoles d’infirmiéres 
paraissent étre organisées avant tout en vue de fournir des soins aux malades d’un 
hépital particulier. Il est certes important que les éléves infirmiéres soient chargées 
de donner des soins aux malades, et c’est d’ailleurs généralement le cas. Toutefois, 
les taches assignées aux éléves doivent étre choisies en fonction des exigences de leur 
formation plutét que pour répondre aux besoins de l’hépital. Aussi la plupart des 
groupes ont-ils préconisé que les écoles d’infirmiéres soieat dotées d’une administra- 
tion autonome et fassent partie, si possible, d’une université ou d’un autre établisse- 
ment d’enseignement. 

Les écoles d’infirmiéres doivent étre placées sous la direction d’une infirmiére 
compétente possédant l’expérience de l’enseignement et familiarisée avec les méthodes 
d’organisation des études. 

Il importe donc que les écoles d’infirmiéres regoivent, de source gouvernementale 
ou privée, une aide financiére au méme titre que les autres établissements d’enseigne- 
ment professionnel. 

Le programme d’études de l’école d’infirmiéres doit assurer une formation 
générale, y compris la théorie et la pratique des soins infirmiers chirurgicaux, 
médicaux, pédiatriques et obstétriques. Tous les groupes ont estimé en outre qu’il 
importe de faire une place plus grande dans ces programmes 4 |’enseignement de la 
médecine préventive et des méthodes permettant d’améliorer la santé. Il a été admis 
également que les études doivent comprendre des stages dans des centres de santé et 
des maisons de convalescence (sous la surveillance d’infirmiéres de la santé publique). 
La nécessité d’enseigner des disciplines telles que la sociologie et la psychologie, qui 
concourent 4 la formation générale de l’infirmiére, a été soulignée de méme; il faut 
également inculquer par l’enseignement et par la pratique les principes de l’hygiéne 
mentale et de l’harmonie des rapports humains. Les activités ayant pour but de 
guider les éléves ou visant 4 la formation du caractére doivent étre encouragées pour 
que les jeunes infirmiéres possédent la stabilité affective nécessaire et soient aptes a 
la vie sociale. Les méthodes modernes d’enseignement telles que les discussions, les 
séminaires, les démonstrations et les travaux pratiques dans les salles doivent venir 
compleéter les cours théoriques du type classique. 

On a fait remarquer que, dans certains pays, ou la formation des sages-femmes 
est particuliérement bien organisée, les écoles d’infirmiéres n’enseignent guére 
Part de donner des soins infirmiéres aux méres. De l’avis général, ces soins constituent 
un élément indispensable du programme des écoles d’infirmiéres, bien que les établisse- 
ments assurant une formation de base dans ce domaine ne doivent évidemment pas 
préparer leurs futures infirmiéres diplémées a une activité de sage-femme. 

Formation complémentaire. 

Tous les groupes ont estimé qu’une préparation supplémentaire allant au-dela 
de l’enseignement de base donné dans les écoles d’infirmiéres doit étre assurée aux 
personnes se destinant aux fonctions d’enseignement, de surveillance ou d’adminis- 
tration, que ce soit dans les services hospitaliers ou dans les services infirmiers de 
santé publique. Certains pays ont établi des programmes d’études supérieures dans 
ces domaines, ainsi que dans certaines spécialités cliniques. Il a paru souhaitable 
que ces cours soient d’un niveau universitaire et qu’ils soient placés autant que possible 
sous la direction d’une université, 
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L’ADMINISTRATION ET L°UTILISATION EFFICACE DU 
PERSONNEL INFIRMIER 


Bien que le document de base ait examiné “ l’utilisation ” et “ ]’administration ” 
du personnel infirmier sous des rubriques distinctes, les presidents et les rapporteurs 
des groupes ont estimé d’un commun accord que l’utilisation efficace du personnel 
faisait partie intégrante d’une bonne gestion. 


Tous les groupes ont souligné l’importance de “ l’équipe sanitaire” et l’intérét 
que présente un bon esprit d’équipe. On a reconnu qu’il existe divers genres d’équipes 
dans le cadre de l’hépital ou du service de santé publique. Il y a l’équipe adminis- 
trative, composée du médecin fonctionnaire et des chefs de divisions ou de services. 
Il y a les équipes qui peuvent étre appelées 4 organiser et 4 mettre en oeuvre un pro- 
gramme sanitaire spécial tel que la lutte antipaludique ou l’hygiéne de l’enfance. Chaque 
salle ou service d’hépital est doté d’équipes d’infirmiéres ou d’équipes chargées de la 
réadaptation des malades atteints d’affections chroniques; ces derniéres peuvent étre 
composées d’un médecin, d’une infirmiére, d’un physiothérapeute, d’un ergothéra- 
peute, d’un psychologue, etc. En raison de la hiérarchie de l’administration sanitaire 
et hospitaliére, l’acquisition de l’esprit d’équipe tend a devenir difficile—mais cette 
difficulté peut étre surmontée par une attitude respectueuse 4 l’égard de la — 
de la personne, a quelque titre que celle-ci soit employée. 


La plupart des groupes de discussion ont souligné la nécessité de nommer un chef 
des services infirmiers dans l’administration sanitaire centrale de chaque pays. Cette 
infirmiére reléverait directement de l’administrateur général du programme sanitaire. 


SEANCE PLENIERE FINALE 


Aprés la présentation des rapports des neuf groupes, la discussion a été ouverte. 
Un certain nombre de délégués ont parlé des méthodes suivies au cours des discussions 
ainsi que de l’intérét qu’il y avait eu 4 pouvoir discuter cette question avec les infirmi- 
éres; ils ont souligné 4 nouveau certains des points mis en lumiére au cours des 
discussions de groupe. 


Le Président général a alors invité Mrs. Leone et Sir Arcot Mudaliar 4 résumer 
briévement les séances. Mrs. Leone dit: 


C’est la premiére fois que d’éminents médecins et administrateurs sanitaires se 
trouvent réunis, sur le plan international, avec des infirmiéres, pour examiner 
ensemble les problémes que posent les soins infirmiers. C’est 14 un événement 
historique; mais, ce qui importe plus encore, c’est la valeur pratique de ces 
discussions pour l’amélioration de la santé. 


Sir Arcot Mudaliar s’est félicité de ce qu’un accord trés net ait été réalisé au 
sujet du réle du personnel infirmier. I] a déclaré que, si ce réle peut varier d’un pays 
a lautre, il est unanimement reconnu que lopinion selon laquelle le personnel 
infirmier doit pouvoir exercer ses fonctions dans des conditions convenables, repose 
sur de solides raisons. Si l’on ne peut ignorer que les pays se trouvent 4 des degrés 
d’évolution divers, on ne saurait cependant méconnaitre que la méthode de formation 
et de recrutement de ce personnel doit, dans tous les pays, étre sinon idéale, du moins 
normale. Sans doute, dans certaines régions, les coutumes religieuses et sociales 
peuvent-elles actuellement s’opposer a l’adoption de ce que l’on considére comme une 
méthode de formation trés rationnelle, mais le monde évolue rapidement. 
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Public Health Nursing Amongst the Maori 


People in New Zealand 
by Miss A. B. SUMNER, 
Principal of the Nurses Post Graduate School 
and 
Miss R. A. DAVIS, 
Nurse Inspector at the Head Office of the Department of Health, New Zealand 


New Zealand consists of two long islands with a range of mountains down the 
centre, and extends from the same latitude as Libya and Syria to the latitude of mid- 
France and Switzerland. The total length of both islands is approximately 1,000 miles 
while across the widest part it is 200 miles. The fact that the country is narrow and 
many miles from any land mass gives it a more temperate climate than Southern 
Europe. Therefore the diseases usually associated with sub-tropic areas do not 
constitute a public health problem. 

New Zealand is peopled by two races, the Maori and the European. By far the 
greater portion of the Maori population is centred in the North Island. Both races 
own and farm the land, side by side, and many occupations followed by the European 
are also undertaken by the Maori. 

A little over a hundred years ago the country was peopled almost entirely by 
Maoris who were a virile Polynesian race of splendid physique. The Maori of 
yesterday could have taught his white brother much in the way of healthy living; 
many of his religious practices were merely laws of good public health. The Maori 
villages were clean and unpolluted and their diet well balanced. There were large 
numbers of aged people which leads us to believe there was little or no tuberculosis 
and there does not appear to have been evidence of other infectious disease until the 
coming of the white man. 

In the year 1840 New Zealand was declared a colony and settlers from Britain 
began to arrive in earnest. They left England at probably the lowest ebb of public 
health knowledge. At first the lack of public health mindedness did not matter very 
much. There were few settlers and they lived on farms or in scattered communities 
quite apart from the Maoris. As the years went on the little communities became towns 
with inadequate sanitation and no control of infectious disease. The Maori left his 
own villages and came into closer contact with the Europeans. He also became 
“ civilised ” and in doing so dropped his barbarous habits, but also unfortunately, 
he gave up his healthy way of living. His diet became poor; he no longer fished and 
hunted but bought tinned food and ate refined starches instead of his fern root bread. 
His clothes were a poor imitation of his white brothers and he forgot to keep them as 
clean as he had kept his flax mats. He became soft and lazy and the very existence 
of his race was threatened by a devastating death rate from epidemics. 

Early in the present century Dr. Maui Pomare, a Maori Chieftain, was appointed 
Medical Officer in charge of Native Health and in 1907 he was ably assisted by 
Dr. Te Rangihiroa (Peter Buck). Both these medical men were subsequently to have 
a lasting influence on the health of their own Maori people. 

As district nurses were already well established in giving nursing care to the city 
dwellers, a movement was set afoot to provide a service to the backblock settlers who 
because of their isolation, transport and economic problems were suffering great hard- 
ships in instances of illness and childbirth. Appeals were made through the medium 
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of the New Zealand nurses’ journal to registered nurses to inaugurate the scheme and 
slowly and surely the service progressed. 

Early in 1909, the first Maori nurse to complete her full course of training in 
general and midwifery nursing, Miss Akeneni Hei, was sent by the Government to do 
her best to help in an epidemic which had broken out among her own people in the 
north. The success of Miss Hei’s work left no doubt in the mind of the Government 
that a policy of appointing nurses to work in the villages and homes of the Maori 
people was a necessary one and further appointments were made. These nurses were 
employed by the Government and came under the supervision of a registered nurse 
and midwife appointed by the Department of Health. 

These early nurses experienced great difficulties and hardships in isolated districts 
among a people who did not understand them or their methods. They were up against 
age old superstitions and customs and the winning of the Maori’s respect and love took 
many years. The tohunga or medicine man with his incantations to drive out evil 
spirits was always called in first; as a last resort and often too late, the white man’s 
method would be utilised. The Maori continued to have a rooted objection to leaving 
home to go to hospital, and the nurse frequently had to manage as best she could 
without a doctor’s assistance to treat him in his own home. In addition it was her 
task to try to instil into the people some knowledge of hygiene and sanitation. Her 
cottage was usually situated in or near a village and sometimes she had a room 
attached in which a patient could be nursed. The only means of transport was a 
horse or a canoe. 

The years passed and the nurses continued with increasing success to work in 
the outback areas. They were out in all weathers and on call for emergencies day and 
night. A lonely life which only the strongest in character and stamina could under- 
take. Year after year the annual reports pay tribute to them, and those of us actively 
engaged in public health nursing to-day look back with reverence and respect for the 


strong foundation they built and for the spirit of service they left as our heritage. 


Sporadic outbreaks of typhoid fever were gradually brought under control 
through the introduction of T.A.B. inoculations, and the improvements attained through 
a better knowledge and application of the rules governing hygiene and sanitation. 


The Maori Village Councils were usually of great assistance to the public health nurses _ 


and the health inspector. 

The amount of illness lessened and the number of births increased. More and 
more the nurse was required to pack her saddle bag with the needed equipment for a 
home confinement. Nutrition was improving with the widening of health education 
and parental co-operation. At school medical inspections the attendances of parents 
were increasing. A beginning was made with diphtheria immunisation and the future 
for preventive and public health nursing began to look brighter. 

In 1928 a Post Graduate School of Nursing was inaugurated in Wellington by 
the Department of Health in conjunction with Victoria University College. It was 
natural that public health nursing should be given its appropriate place as one of the 
courses. Selected students from amongst the public health nurses took this course 
resulting in well trained personnel holding the key positions in the field of preventive 
medicine. 

As the two races drew closer together in ways of living, education and under- 
standing, it was no longer necessary to employ special public health nurses for the 
Maori. 
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Nowadays, although there is no distinction made between the health services given 
to the European and to the Maori, more supervision and health education are frequently 
required for the latter. The reasons for this lie in the changed pattern of Maori 
life from 120 years ago to the present. Maori housing over recent years has greatly 
improved but there are still many makeshift ones where ordinary hygienic amenities 
are lacking. Allied to this is the gregarious nature of the average Maori and his 
aversion to appearing inhospitable to a relative on his doorstep. Overcrowding, 
coupled with lack of proper sanitation may lead to the spread of tuberculosis or to an 
outbreak of typhoid fever. The lure of higher wages offered in the towns also plays 
its part by bringing people from their own homes in the country to live with relatives 
in a town. 

With regard to the Maori infant mortality, the death rate for the first month of 
life is much the same as that of the European, and is mainly due to prematurity. 
However, more Maori babies are lost from the third to the twelfth month of life. A 
recent survey contributed this fact firstly to respiratory infection and secondly to 
alimentary diseases. 

A family record system has been introduced and by means of regular home visits, 
instruction in infant feeding and management, and the rules for healthy living are 
doing much to lessen the disparity between Maori and European figures. 

What then is the case load of the public health nurse giving a generalised service 
to a rural population which includes as many Maoris as white people? It must be 
remembered that New Zealand with its two million people has only 30 towns of over 
10,000 inhabitants. As the size of the country covers an area equal to that of Great 
Britain, it will be realised that the case load will vary according to the nature of the 
area to be served. In addition, within the last ten years, more medical practitioners 
have taken up practice in rural and semi-rural areas. Thus, much of the actual medical 
care of patients formerly given by public health nurses, has passed back to the doctor. 
The nurse is therefore able to devote a greater portion of her time to the preventive 
aspect of her work. 

The public health nurse endeavours to apportion her working time so that a 
balance of the various aspects can be maintained. One third of her time is allotted 
to curative work, this covers sickness calls direct to the nurse as well as the giving 
of domiciliary nursing care to aged patients or to ones discharged from hospital or 
referred by a private doctor. The visiting of the tuberculosis patient nursed at home 
is also included, in this respect the nurse is also a liaison officer between chest clinic 
and patient. 

One third is spent in personal health duties, that is the care of the well baby and 
the preschool child, both at home and in clinics, school child supervision including the 
detailed physical examination, which the nurse carries out in order to discover any 
children with defects who will be seen by the medical officer during his regular visit 
to schools. She also pays regular visits to schools in connection with the health of the 
children and often makes home visits to gain the parents co-operation in having their 
children treated or immunised. 

The remaining one third is directed to preventive duties. This covers diphtheria 
immunisation; the innoculation of Maori school children (and adults when cases occur) 
against typhoid fever; and tuberculosis control. Tuberculosis control entails the super- 
vision of contacts in the home and arranging for the required routine x-ray 
examination or attendance at the chest clinic. With the introduction in 1953 of B.C.G. 
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vaccination to secondary school children, the public health nurse became a valuable 
member of the B.C.G. team. To her falls most of the propaganda and follow-up work 
so necessary in the carrying through of the programme to a successful conclusion. 

Social welfare is carried out when required, as the nurse working closely with 
numerous welfare organisations is able to give advice as to where assistance may be 
obtained. 

Superimposed over the whole work is health education. No opportunity for 
teaching is overlooked and in general one ninth of her time is spent in health education 
activities. One particular sphere is left to her entirely, the primary school child. 
Ample teaching aids are supplied to her covering a variety of subjects, but all 
emphasising health. A typical case load would be as follows: 


Babies 75 
Pre-school children 120 
School children 800 


Tuberculosis households 50 
The public health nurse may travel 200—250 miles a week in carrying out this 
programme. 

To obtain the best results from a generalised service in a rural area, the public 
health nurse co-operates with all other workers as required. These include hospital 
personnel, private doctors, Department of Health medical officers, representatives of 
organisations—lay and government—who have the welfare of the people at heart, 
school-teachers and the Maori Tribal Committee which has replaced the former Maori 
Village Council. 

The Clinic Room provided in her cottage is also used by visiting doctors and in 
many instances by chest and other specialists, who hold regular clinics in rural areas, 
monthly or two-monthly as required. 

The present policy is to build or procure cottages for these nurses in a situation 
where social amenities are at hand. No longer is she cut off from European neighbours. 
In other words, the largest settlement in her area is usually her base. Cottages are 
comfortably furnished and have two bedrooms so a friend or a student may stay. Most 
public health nurses are fond of gardening and many are the cuttings and seedlings 
which are exchanged. 

Although cars are universally used now by nurses to cover their areas, regular 
trips up rivers or tidal inlets are still made in some of the northern rural districts 
where the small number of homes or the nature of the terrain does not allow roading. 
A farm tractor or a horse may await the launch to take the public health nurse to the 
homestead. Naturally too, much walking over fields from the road to the house is still 
done. 

Like her colleagues in the city, the rural public health nurse in a Maori area has 
a responsibility to overseas students who are in New Zealand on study courses and she 
may have them to stay with her to observe the work over a period. In addition, this 
nurse assists in the integration of public health nursing into the basic curriculum of 
Nursing Schools. She will be called upon to take students into the field with her and to 
join in a discussion with them and their tutor-sister on aspects of her work as it affects 
the nursing of the patient in hospital. 

The present public health nurse is well qualified before undertaking the work. She 
has her General and Maternity Certificates and undertakes a special Introductory 
Course on entering the Service. Frequently she holds the Infant Welfare Certificate 
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and after gaining some experience is granted a bursary to take a Diploma in Public 
Health Nursing and also perhaps leave of absence to undertake midwifery training. 

With the present network of small and large maternity hospitals covering the 
country, there are but few home confinements. Due to the increased medical services 
already mentioned, much of the responsibility for ante-natal and post-natal super- 
vision has been taken over by the doctors. However, it is still the public health 
nurse who makes certain the mothers attend the doctor and are booked in at the local 
hospital for their confinement. 

New Zealand is now divided into thirteen Health Districts, each under the control 
of a medical officer of health assisted by medical officers, nursing supervisors, public 
health nurses, health inspectors, and clerical staff. They are all civil servants and as 
such are paid by the State. Overall policy is formulated by the Department of Health 
which is divided into divisions, each with a director chosen with qualifications to fit 
them for organising the special branch they direct. There is a director (herself a 
registered nurse and midwife) in charge of the Division of Nursing, who is intimately 
concerned with public health nursing staff and with the service they perform. 

Today with our efficient network of hospitals, our effective coverage given by 
well qualified nurses, our fast motor transport and where necessary, radio-telephone 
communication and air “ ambulance,” it is difficult for us to visualise the hardships 
both mental and physical, endured by pioneer nurses in the rural Maori areas. Today, 
working in districts and adjacent to their lighter coloured colleagues are six Maori 
Public Health Nurses, well qualified and respected by Maori and European alike. 

Both races have yet much to accomplish, but by working side by side, the task is 
lightened and the supervision of the health of both races is assured. 


REHABILITATION 


The widening field of the nurse’s part in rehabilitation necessitates a considera- 
tion of her preparation for the role she should be playing now and the tasks that may 
come within her scope in the future, These two facets are considered in the two 
articles published below. 

PREPARATION OF THE NurSE For HER Rote 1n REHABILITATION* 
by ALICE B. MORRISSEY 
Clinical Instructor and Supervisor, Rehabilitation Nursing Service, New York University, Bellevue 
Medical Centre, Department of Physical Medicine and Rehabilitation. 

Of the various health groups that comprise a well-organized rehabilitation team, 
professional nursing occupies a most significant place in the multi-disciplinary 
approach to the total rehabilitation process. While many professional people 
render specific and highly specialized services in rehabilitation, it is the professional 
nurse who provides a type of service that encircles and complements all the others. 
In a way the nurse is the heart of the rehabilitation programme. Though her work 
may be unnoticed, though frequently it is unrecognized, though she herself may be 
reticent in expressing the value of her contributions, she stands, nevertheless, in the 
very centre of all activities aimed towards the patient’s complete restoration to normal 
living. The nurse’s professional education, experience, sensitivity to the patients’ 
needs, understanding of medical goals and continuous twenty-four hour service are 


* First published in the May, 1956, issue of the Ohio Nurses Review and reprinted by kind 
courtesy of the Editor and Author. 
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salient factors in the role she does play, and must play, as a member of a rehabilitation 
team. 

“ Rehabilitation,” in its modern concept, is comparatively new to nursing. In its 
simplest terms, rehabilitation is a method of treating sick and disabled patients in toto 
by integrating various services that are available in most communities and in many 
hospitals—an integration brought about by an awareness of the patient’s intrinsic 
worth as a person. It is an integration that is founded on comprehension of his 
needs in the physical, mental, spiritual and vocational aspects of his life. In short, 
it is a system of caring for the patient from his bed of acute illness to his return to 
the community, once again independent and capable of assuming his responsibility 
as a citizen. It has its origin in the belief that the care of a patient does not end 
with the subsiding of an acute illness, but that it extends beyond that point to restora- 
tion of individuality, personality and human dignity. 

This concept of the care of the whole patient, then, requires the services of many 
experts, especially qualified in their chosen fields. As all rehabilitation workers know 
these consist of medical personnel, physical and occupational therapists, social workers, 
psychologists, speech therapists and others. The nurse of course is among them. 
Contrary to the long accepted practice in medical and nursing circles, the nurse who is 
participating in the rehabilitation process can no longer work in terms solely of the 
doctor herself and the patient. For rehabilitation nursing demands a broadening of 
horizons, an extension of knowledge and technical skills, a concern for the care of the 
whole patient, a desire to work harmoniously with inter-professional personnel, and 
also, an ability to co-ordinate the various contributions of allied professional groups 
into the nursing care of the rehabilitation patient. 

There are three main parts that the nurse is called upon to play in her over-all 
role of rehabilitation nurse. In the first part she is a practitioner of basic nursing 
care in the care of the rehabilitation patient. In the second part she is a leader and 
teacher of the arts and skills of rehabilitation nursing. In the third part she is a co- 
ordinator who, charged with carrying the rehabilitation process continuously, weaves 
the strands of many threads of rehabilitation with care and continuity until rehabilita- 
tion is achieved. 

The educational process is fundamental if nurses are to assume their three dimen- 
sional purposes either in the basic nursing care of any patient or in their work as 
dynamic members of a cohesive rehabilitation team. 

We are then concerned with teaching nurses on two levels: 

1. The undergraduate level in which an attempt must be made to provide the student 
nurse with sufficient information to enable her to practise comprehensive nursing care. 
2. The graduate level in which nurses may be prepared to specialize in the field of 
rehabilitation. On the first level we must try to enrich the student nurse’s curriculum 
with rehabilitation principles; on the second level, we would hope to develop leaders 
and teachers in rehabilitation nursing. 

In constructing a course in rehabilitation nursing for the basic nursing student, 
we should include in it that body of knowledge that is rehabilitative in character and 
that centres the attention of the student on the rehabilitation aspects of all her nursing 
care. It is to be supposed that good patient centred nursing care would include 
rehabilitation. Therefore we should provide student nurses with an understanding 
and appreciation of the rehabilitation philosophy and principles that are essential to 
the practice of comprehensive patient centred care. In addition to an understanding 
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and appreciation of principles and philosophy, we must help the student achieve 
the skills that will enable her to use the principles in every nursing situation. Our 
courses should be designed to expose the student nurse to the significance of rehabili- 
tation and its principles as she travels through the entire basic nursing education 
programme. 

' A statement of the philosophy of rehabilitation in simple terms for student nurses 
is this: that as nurses nurse patients they are nursing people. People require much 
more than pure physical ministrations however tender, skilful and kind these may be. 
The very young student should be helped to understand that everything she brings 
to the total care of her patient is aimed at his ultimate and complete recovery, which 
is rehabilitation in its finest sense. Every illness even if it is slight is debilitating 
to some degree, either physically, mentally or emotionally. Every illness therefore 
requires some understanding, on the part of those who are treating it, of ultimate 
rehabilitation even if return to recovery is uncomplicated. Equipped with this 
philosophy the student nurse should be able to broaden her horizons so that she views 
each sick person as one who may eventually be rehabilitated. Thus she may more 
readily practice the principles of rehabilitation in her total nursing care. 

Concerning rehabilitation principles on the undergraduate level, it appears that 
the information about rehabilitation that the student nurse needs fall into four 
categories. These are: — 

1. Information that is related to the care of the whole patient. 

2. Information that is related to teamwork with inter-professional groups and of the 
contributions these groups may make toward better patient care. 

3. Information that is related to specific techniques and procedures by means of 
which rehabilitation may be accomplished. 

4. Information that is related to types of devices, appliances; equipment and gear 
that are often necessary for complete rehabilitation. 

1. INFORMATION RELATED TO THE CARE OF THE WHOLE PATIENT 

When out of disunity, disorder, chaos and despair there emerges a wholesome and 
integrated personality, it may be said that some rehabilitation has been accomplished. 
Our student nurses should be prepared to care for the whole person in each patient. 
Courses in nursing should point up (as indeed many of them do) that skilful nursing 
is not only that provided by techniques and treatments on the physical level but also 
that which is given in the realm of psychological, spiritual, social recreational and 
even vocational care. An understanding of pathology and pathological changes is no 
more important than an understanding of the rehabilitation process. In the rehabili- 
tation process the care of the pathological condition is merged with the total care of 
the person who is afflicted with the pathology. The student who possesses a belief in 
the unity of the individual can contribute much to his final rehabilitation. 

2. InrorMATION RELATED TO TEAM WorK 

Teamwork is as effective in medicine and nursing as it is in business or industry. 
We hear much about the nursing team. But rehabilitation calls for the services of 
an interprofessional team of which the nurse is a member. The student nurse must 
be oriented to the duties, responsibilities, aims and objectives of allied professional 
groups so that she may function well with them and among them. These groups are 
represented by physical therapists, occupational therapists, spiritual advisors, clinical 
psychologists, vocational counsellors, recreational therapists, volunteer workers and 
others. Each of them has a service to render that leads to the rehabilitation of the 
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patient. Many of them have contributions that can well be used and incorporated in 
basic nursing care. It js necessary not only to teach principles but the example and 
the practice of good interpersonal relationships that result in fine teamwork should be 
available to the student in her basic nursing education. 


3. INFORMATION RELATED TO SPECIFIC REHABILITATION TECHNIQUES AND 
PROCEDURES 
If rehabilitation is to be included in comprehensive nursing care, then some 
additions to and enlargements of existing techniques and procedures may be needed 
in the basic nursing programme. The following procedures which contain definite 
rehabilitation implications might be considered: 

(a) Greater emphasis on the principles of the prevention of superimposed deformities 
—to include more understanding of and more practice in the principles of body 

alignment, body mechanics, correct positioning and preventive exercises. 

Greater emphasis on the prevention and care of decubitus ulcers—to include 

the education of the patient, especially the paralyzed patient in this phase of his 

care. 

(c) Concentration on the set of techniques that are designed to teach patients to be 
self-sufficient, otherwise, known as self-care techniques, to develop skill in 
performing the activities of daily living. 

(d) Inclusion of the principles of speech therapy—to be provided by a qualified 
speech expert. 

(e) Concentration on theory and practice in crutch-walking gaits, not as applied 
specifically to orthopedics but as applied to all patients who need crutches, such 
as the paraplegic patient. 

(f) Instruction in methods of controlling incontinence as applied specifically to the 
care of the paralyzed patient but transferred to the care of all incontinent patients. 

(g) Greater emphasis on the emotional implications associated with physical disability 
and handicapping conditions. 

(h) Close supervision of the student as she attempts to apply principles of rehabilita- 
tion to basic nursing care. 

4. INFORMATION RELATED TO DEVICES, APPLIANCES, EQUIPMENT AND GEAR FOR 

REHABILITATION 

There is a great new armamentorium of mechanical devices and appliances that 
may be utilized to accelerate and perfect the process of rehabilitation. To mention 
only a few, there are the special types of wheelchairs prescribed for particular 
disabilities, the various prosthetic devices and the numerous braces and brace 
appliances, the crutches and canes, the self-help mechanical aids, the utilitarian 
clothing and garments that may be obtained for disabled persons. This knowledge, 
and an adeptness in the use of these articles, is fundamental for the student nurse who 
is practising the principle of rehabilitation. The basic nursing education course 
should provide the means to assist the student nurse to obtain this vital information. 

At Bellevue Hospital in New York University, Bellevue Medical Center 
rehabilitation nursing is part of the basic curriculum. Students come to the 
rehabilitation service for a period of two weeks in their freshman year. In that time 
they receive thirty hours of instruction which is divided into eight hours of lectures 
and demonstrations and twenty-two hours of planned clinical instruction. The content 
of the course relates to the type of rehabilitation information outlined 
previously. By means of it, the student nurse is oriented to the broad aspects of total 
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patient care and, as she participates actively in the rehabilitation process, she becomes 
acutely aware of the many faceted problems associated with physical disability. The 
goals set up for each student in this course are the development of the ability to transfer 
rehabilitation principles to all areas of nursing care and to incorporate rehabilitation 
nursing into the total care of every patient. 

But in addition to teaching students in the basic programme, we are faced with 
the necessity to prepare many more graduate nurses. 

It is very evident that rehabilitation has taken hold in the United States of 
America and that a desire to increase rehabilitation services is felt throughout the 
land. The evergrowing numbers of chronically ill persons in the wards of general 
hospitals is a fact that causes recognition sooner or later of the need for rehabilitation 
services. And this same factor should cause us to see that we must be prepared to 
meet the demand for our services in rehabilitation departments. 

What does a graduate nurse need then, that she does not already have, which 
will produce in her the abilities to function capably in rehabilitation service ? 

First, she needs a philosophy. She needs to believe wholeheartedly in 
rehabilitation; basically, the philosophy amounts to a new kind of orientation for 
most nurses because the emphasis in rehabilitation is not so much on doing things for 
the patient as teaching him to do things for himself. A very different approach to the 
patient from that which nurses are accustomed to using in most situations is required 
in rehabilitation. The philosophy is a vital life-giving concept that recognises that there 
are very few completely helpless patients and that almost any situation is not entirely 
hopeless. Unless this philosophy is accepted and truly exemplified in the person of 
the nurse, her effectiveness in rehabilitation cannot be more than mediocre. 

The core of the whole rehabilitation process is, of course, teamwork which is the 
foundation of any well organized rehabilitation department. Nurses then, need to 
gain skills in working with many professional people of varied disciplines. It is 
through her belief in teamwork, her skill in working as a member of a team, and her 
understanding of team contributions that the nurse becomes one of the most valued 
members of the team—a co-ordinator for all other groups. 

The term “ co-ordinator ”, as it is applied here to the nurse in rehabilitation, may 
be said to describe fairly accurately the rehabilitation nurse’s relationship to the rest 
of the team. It is used in the sense that the nurse is a unifier—that is, that she may 
collect data and information from all members of the team and utilize their contri- 
butions in such a way as to unite every facet of rehabilitation care that can be woven 
into the total care of the patient. Because of the complexity of the rehabilitation 
process, one or two groups cannot render all the care the patient needs at all times. 
However, as the nurse works closely with the divers members of the team, as she 
participates in team conferences, and as she consults with individual team members, 
she may gather much pertinent and valuable knowledge about her patients that she can 
apply for the enrichment of her nursing care. Not only does she‘enhance her own 
nursing care but also she becomes an invaluable aid to the individual members of the 
team. In this way she is a unifier or co-ordinator for the continuity of total rehabili- 
tation care is assured through the rehabilitation nurse who introduces principles of 
therapy from other areas into her general care of her patients. 

In this respect, many examples of the function of the rehabilitation nurse could 
be given but a few will suffice to illustrate her role of co-ordinator. 

In the matter of speech training for an aphasic hemiplegic patient for instance, 
the hospital nurse, always an integral part of the patient’s environment, may assist 
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the speech therapist by her knowledge and understanding of the principles of speech 
therapy. One of the aims of speech therapy is the promotion of communication for 
the patient in his particular locale. Thus, when the therapist has had considerable 
success in teaching a patient to say “ good morning ”, the hard work and the delightful 
results are completely lost if, at the beginning of the day, the patient can find no one, 
not even a nurse, to whom he may display his wonderful achievement of speaking the 
words “ good morning.” 

As another illustration there is much co-ordination between the physical therapist 
and the nurse in regard to ambulation training. When a paraplegic patient has over- 
come the difficult problem of learning to ambulate, his morale is greatly enhanced 
when he finds a nurse who will assist him and encourage him to practice on the ward. 
Ambulation training (that is highly individualistic and must take place under the 
watchful eye of a physical therapist for one or two hours in a training workship) must 
certainly be continued outside the workshop if it is to have any lasting value. And 
the continuity of this phase of rehabilitation can be provided by the nurse who knows 
what the physical therapist has done, why it has been done and how the work can be 
carried through outside the limited sphere of operations in the ambulation training 
room. 

Many examples could be cited of the nurse’s ability to co-ordinate with the 
psychiatrist or clinical psychologist. Very often it may be found that a frustrated and 
discouraged individual can be highly motivated by a nurse who understands the goal 
of psychotherapy. While not possessing the specialized training of the psychologist, 
the nurse, nevertheless, by encouraging the patient, by guiding him and by leading him 
into avenues of positive thought and action may accomplish at times what no other 
person is able to do. The psychologist will learn to depend upon a co-ordinating 
nurse; he will look towards her for valuable information that will help him, and his 
analysis and plan of action for the patient, shared with the rehabilitation nurse will 
help her to understand her patient much more fully. 

The goal of each member of a rehabilitation team is similar—that of attaining 
maximum rehabilitation for the patient through their specialized techniques and their 
combined efforts. But the job of the nurse in synthesizing all activities around a 
twenty-four hour day and a seven day week really aids immeasurably in bringing the 
process to fruition. Finally, there are many rehabilitation nursing procedures that 
are not part of every graduate nurses technical equipment that a nurse must acquire, 
and will need, to work competently in a rehabilitation service. Among these are the 
techniques designed to teach disabled persons to live independently by caring for their 
own physical needs. We call them self-care techniques. They include the methods 
used to teach patients such daily living activities as: 

Bed activities or moving from place to place in bed and sitting erect. 

Toilet activities. 

Eating and drinking activities. 

Dressing and undressing which includes self-application of braces and 

prostheses, tying shoelaces, fastening buttons and hooks and eyes or manipu- 

lating zippers. 

5. Hand activities such as winding a watch, striking a match or opening and 
closing a door. 

6. Wheelchair activities such as moving from a bed to a wheelchair or vice 

versa or moving from a wheelchair into and out of the bath tub. 
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7. Ambulation and elevation activities such as walking, climbing and travelling. 

An attempt has been made to show that there are three main branches on the 
tree of knowledge for those who wish to dedicate themselves to the rehabilitation of 
handicapped people—namely a philosophy, an ability to work well with other health 
groups and thirdly, technical, social and psychological skills. 

Recently the United States Federal Government has recognised in a very tangible 
way, the courses designed to give this knowledge at Bellevue Hospital. Through the 
Department of Health Education and Welfare, traineeships are now provided to 
qualified nurses who wish to avail themselves of the learning opportunities in the large 
rehabilitation services of Bellevue Hospital and the Institute of Physical Medicine and 
Rehabilitation. 

To prepare graduate nurses as special practitioners in the field of rehabilitation 
nursing, the course at Bellevue offers 48 hours of lectures and classroom work, 38 hours 
of planned clinical instruction, 70 hours of clinical field experiences and 190 hours 
of supervised clinical practice. In the opinion of those who are directing the course, 
there is nothing that can take the place of the actual ward practice and daily and hourly 
contact with severely handicapped people and the sense of belonging to a team that 
the supervised clinical practice in this course provides. It is believed firmly that 
anyone can be told how to teach a hemiplegic patient transfer from bed to wheelchair 
unassisted, but the patient will never learn it unless the teacher has done it herself. 
So that in addition to attendance at classes, conferences and clinics, the graduate 
nurse during a two months period in this course participates actively in the total 
rehabilitation programme that is conducted for some of the most severely disabled 
people in the country. 

There is a great challenge in preparing nurses for the practice of rehabilitation 
nursing. Nurses are needed who can define their role in rehabilitation and who can 
assume their responsibilities in a rehabilitation team. Well prepared nurses are 
needed to teach the principles in the basic nursing programme. 


Tue Nurse’s Scope IN REHABILITATION 


Some 100 years ago, Florence Nightingale wrote that nursing was not only a 
service to the sick, but also a service to the well. Had she been alive today, she might 
also have said that it is incumbent on nurses to teach people how to live. 

Teaching people how to live is the core of rehabilitation and in the last two 
decades it has become evident that the people who, at the hands of the nurse, need to 
learn how to live, are not just those who have lost a limb, or those who must learn 
to live an “ unseeing life,” and those who must learn to live in a silent world, but also 
those whose mental capacities are so far below normal as to exclude them from the 
usual educational processes. As Virginia Henderson has said in “ Text Book of the 
Principles and Character of Nursing”,* “The nurse is the consciousness of the 
unconscious, the love of life of the suicidal, the leg or arm of the amputee, the eyes of 
the newly blind.” 

In the fields of brusque physical incapacity, the important part the nurse has to 
play has always been inherent in her vocation for healing. The recent greatly improved 
knowledge of mental illness, which has led to an earlier recognition of disorders and 


* Textbook of the Principles and Practices of Nursing, Bertha Harmer. Fifth edition by Virginia 
Henderson. Published S MacMillan Company, New York, price 49s. 
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a new approach to treatment, an increase in mental care and speeding up of discharge 
of patients, has revealed not only a new field of treatment but has opened new 
rehabilitation possibilities, with the consequence that today, and increasingly in the 
future, the nurse’s scope in this field has been immeasurably increased. . 

The success and development of these new trends and possibilities in treatment, 
will, because of their nature and the content of the new knowledge, depend very 
considerably upon the part the nurse is able to play in the rehabilitation of the patient, 
and the careful preparation of the environment that is to receive him. 

As an educator of the impaired individual, or the person with a physical handi- 
cap, the nurse stands in a special position. She is trusted by the patient as being 
cognisant of his medical condition and, through her care or knowledge of the care 
he has received, is able to gain his confidence so as to lead him towards the goal of 
the acceptance of his handicap and the formation of a lively desire in him to continue 
to take part in his former interests, as well as enter into new fields, albeit in a possibly 
different capacity. Essentially, the nurse’s task is to set the patient on his own feet 
rather than on hers; she does not solve his problems for him, but prepares him to face 
and solve them himself. 

Once the recognition has been made that rehabilitation extends beyond the 
obvious physical handicaps, it can easily be seen that the nurse has responsibilities in 
the education and preparation of the individual to become part of his group again, 
to be a member of which is so essential for sound mental health, whether he is 
physically handicapped, or injured, or not. Thus the nurse’s new field of concern 
extends not only to the mental needs of the physically handicapped but to those sound 
in limb, but grievously unable to lead a normal life. In this field, the nurse will find 
the mother who either never had any health education or with whom it failed. A 
lack of understanding of motherhood threatens to bring about a breakdown, either in 
herself or her family, or both. Here the nurse can play a vital part in restoring health 
by rehabilitating the mother and training her for the special and, perhaps for her, 
new role of motherhood. 

The “ problem family ” represents this situation in a more extreme form and 
calls for rehabilitation not only of the individual into an already secure or existing 
family situation, but for the re-education of a number of individuals into a family 
group, and then the rehabilitation of that group into the society surrounding it. 

If this wide concept of rehabilitation is looked at on a world scale it is seen that 
special situations and special needs arise in different cultures. For example, in 
Western Society since 1900, the success of the doctor-nurse team has created a new 
and growing group whose care and rehabilitation are increasingly likely to fall within 
the nurse’s field of work. This new group is the aged. 

Figures for Western Europe as a whole are difficult to obtain, but those for a 
smaller area are striking enough. In England and Wales those people who are now 
entering the group which is retiring from active work were born in the period 1891 to 
1900. At birth the men had an expectancy of life of 44.13 years, and women 47.77 
years. Such a prospect left relatively few with the possibility of retirement and 
dependency upon young people. Those who might survive, would of course be 
dependent upon the younger generation for care and company, but the relatively small 
number who could expect to do this presented no serious burden to their successors 
when they wished to exchange their savings for goods and service from the younger 
generation. 

Today the picture has altered startlingly. In 1954, a boy child at birth had an 
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expectancy of life of 67.68 years and a female child 73.05 years. The fundamental 
change has affected not only those born recently but a vast number of people who 
would have expected to die before reaching retirement age, but who have in fact lived 
todoso. These “ unexpected survivors ” to an age for retirement have already passed 
the period of easy assimilation of new ideas, yet they have had no preparation for 
their new life. Furthermore, they face the ‘prospect of an ever diminishing proportion 
of young people able to support them in the sense described above. 

In the Western countries the rehabilitation work involved in this situation is 
only just beginning to be recognised. If, however, the present population trends 
continue it will, within a decade, be a task of major proportions unless preventive 
rehabilitation is undertaken now amongst young people as well as a start made to help 
those who are now in the Indian Summer of their lives. 

In contradistinction to this situation is that presented in the Middle and Far 
Eastern countries where the rehabilitation problem poses itself, not in the refined 
terms of fitting the fortunate to enjoy their fortune, but instead with the stark problem 
of thousands of refugees with so little to eat and so little to divert them, and with 
worse to hope for. 

The extent and the horror of this problem becomes apparent when account is 
taken of the welcome given to such a (by its nature limited) undertaking as the 
rehabilitation of professional nurses by the International Council of Nurses. 

In underdeveloped countries, particularly those in the tropics where health pro- 
grammes have been successful, there is another aspect of social “ rehabilitation.” 
Many of those who now face the prospect of healthy living conditions have not as 
yet fully realised the extent of readjustment called for—to say nothing of the need 
to help millions to find a philosophy of life to replace the old beliefs and communities 
which have been broken down.by the advance of Western ideas. In such circumstances 
the slipping back into an unhealthy form of living may only too easily occur, from 
lack of a strong framework on which to build future plans for advancement. 

From these few thoughts on future problems the nurse’s scope in these new res- 
ponsibilities may be summarised as covering the individual re-entering a familiar 
situation, but unable to do so in necessarily the same way as before, and secondly 
the rehabilitation of the disintegrated family so that it can again enter society. On 
a yet wider stage lies the task of helping in the “ social rehabilitation ” which arises 
from changes in basic health situations. 

With these enormous tasks before them nurses will need among their qualities, 
training and a sound experience, but above all a sense of vocation, for there can be 
no substitute for the nurse as a person possessed of infinite compassion, and of under- 
standing. 

Already to-day nurses throughout the world increasingly receive a knowledge 
of social structure and group relationship in their basic training, but a nurse’s respon- 
sibilities in rehabilitation indicate that this should be extended. All nurses should 
have a general knowledge of the working of industry including both a conception of 
personnel policies and of what is involved in industrial processes. With this prepar- 
ation the nurse’s role and influence can and should go far beyond the simple one of 
caring for the physical needs of rehabilitation. S.K-H. 


Correspondence on this subject for publication in the International Nursing 
Review will be welcomed and should be addressed to The Editor, International Nursing 
Review, 1, Dean Trench Street, Westminster, London, S.W.1, England. 
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An Abridged and Unfinished Story 


by 
Miss SUSAN J. HAINES, O.B.E., R.R.C., R.N. 


May, 1952, and a first glimpse of Korea. Barren hills, thatched houses, paddies 
filled with ripening barley, rutted dusty roads cluttered with lumbering army vehicles, 
the smooth sea and the dingy overcrowded city of Pusan, the temporary capital. There 
is no clear memory of the first impression of Pusan which had doubled its population 
with refugees from the North, following the invasion of Seoul and the bitter fighting 
throughout the peninsula. 

The port, crowded with army shipping, armed guards and khaki-clad men dealing 
with the necessary routines to support a war, were seemingly unaware of the misery 
and squalor which was the lot of the civilian population. Shanties built with rice 
bags or cardboard cartons, sometimes roofed with beer cans were a feature of refugee 
housing, while the residents of Pusan had crammed their houses with relatives or 
friends. Schools, many hospitals and most sizeable buildings had been requisitioned 
for army or government needs. 

Throughout the country the same problems faced the harassed officials; how to 
combat starvation during the critical pre-harvest period, to suppress disease which is 
the companion of war, to bring together their scattered resources and to weave a 
pattern which would at least provide minimum security for the serious business of 
living. 

Health Services were at a premium and in spite of the enormous value of foreign 
aid in medical supplies, such essentials as qualified personnel, electric power and water, 
the national health budget and travel facilities could not be met. Some 500 public 
health dispensaries were established throughout the country to provide preventive 
measures against such killers as smallpox, typhus and typhoid, while nearly one 
hundred hospitals were assisted with grain and supplies in order to care for the 
indigent sick. 

National police hospitals were crowded with the seriously injured casualties of 
guerrilla warfare, while Seoul and other northern hospitals were littered with civilian 
war casualties, mostly from labour corps employed in carrying explosives and gasoline. 
Truly, the scene at this time was akin to the Crimea. Nothing but admiration could 
be felt for the courage and effort of the handful of medical and nursing personnel 
who were available to the National Health Service. 

The Chief Nurse of the Ministry of Health, Mrs. On Soon Choi, and her 
Assistant worked indefatigably in appalling conditions to create some order in the 
nursing service, while the Nurses and Midwives Associations gathered together their 
scattered membership and mourned the loss of those missing or killed. The handful 
of senior nurses, under the leadership of Mrs. Choi, began to redefine their professional 
objectives and to plan the rebuilding of the nursing services. 

Nursing education was at a standstill. Students were scattered and schools, 
many of which were damaged or totally destroyed by the war, were closed. There was. 
no time to analyse the spirit which kept the small groups together. It was a pitiable 
sight to see about 100 pigtailed girls, students of the Seoul National University School 
of Nursing, housed in what could be likened to a small and dingy stable, spending 
their days in studying from the recollections of their Director, Mrs. Lee Kwi Hyung 


and other teachers. There were no teaching materials or textbooks in the country at 
this time. 


OcToBer 1956 35 


A national survey of nursing resources and services revealed that nothing but a 
memory remained of the excellent structure set up by the United States Military 
Government in Korea after the 1939-45 conflict, with which the Bureau of Nursing 
Affairs in the Ministry of Health had functioned from 1948 to 1950. Not only this, 
but the Bureau itself had been demoted and became a section within the Bureau of 
Medical Affairs as it is today. The task of the nursing group seemed enormous and 
impossible to achieve with the meagre resources at hand, but the courage which had 
sustained them since the outbreak of war in June, 1950, carried them through. 

The United Nations had begun a civil assistance programme as early as October, 
1950, and efforts at that time were centred around the prevention of disease, starvation 
and unrest. Gradually the picture changed and the foreign aid programmes were 
extended to assist in planning and reconstruction for the ultimate economic 
rehabilitation of Korea. Nursing needs were small in comparison with industrial and 
other needs and the first tangible assistance came from the United Nations Korea 
Reconstruction Agency with the provision of five foreign nurses to work with the 
national and provincial governments and the nurse and midwife groups. At the peak 
of operations, a total of twelve foreign nurses were working in this programme, very 
welcome assignments coming from the United States Army Nurse Corps. 

It was clear that efforts to re-establish a national nursing service should be 
channelled through nursing education. The Education Committee of the National 
Nurses Association set to work with a will, re-planned the basic curriculum and worked 
with the Ministry in drawing up minimum needs for the re-equipment of those schools 
of nursing which were, or could be, re-opened and to begin the mammoth task of 
providing textbooks and reference material in the Korean language. Meanwhile, 
through the general public health programme, and with the assistance of foreign public 
health officers, teaching and demonstration in techniques and administration began to 
show results in curbing disease, improving care in hospitals, orphanages, leprosaria, 
sanitoria and health centres, generally laying the foundation of a preventive medical 
service. This was a fascinating and dramatic period, for we were to see smallpox 
reduced from tens of thousands of cases with thousands of deaths in 1952, to no 
reported cases in 1955. 

The foreign aid programme was difficult for outsiders to understand. The United 
Nations Korea Reconstruction Agency, with its own programmes in industry, 
economics, education, etc., provided consultants and advisors in various technical 
fields. These were operated by the United Nations Civil Assistance Command (later 
the Korea Civil Assistance Command) which was a mixed army and civilian unit 
concerned with civil affairs. Almost all the public health and welfare personnel in 
the general programme were provided from this source. 

The first material encouragement to nursing came from UNKRA, first with the 
provision of nursing advisors, then with a budget sufficient to provide minimal equip- 
ment for 18 schools of nursing and to launch the textbook project which was 
established to provide a basic library in the Korean language. This budget also 
provided two short term fellowships and the President and one Vice-President of the 
National Nurses Association were enabled to attend the 1953 Congress of the 
International Council of Nurses in Brazil, and to have the advantage of short study 
visits in the United States. The United Nations Civil Assistance Command provided 


building materials for the repair and rehabilitation of classrooms and dormitories as 
well as allocations of uniforms. 
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By 1952, some missionary nurses had returned and many voluntary agencies 
were beginning or planning programmes in the fields of health, welfare and education. 
Already the character of assistance was changing, relief work continued but overall 
policies were beginning to extend to all economic, industrial and agricultural fields. 
This year also saw the birth of the United Nations Nurses Association of Korea, 
through which nurses of 16 nations met in comradeship and for the furtherance of 
professional knowledge. 

The movement of the government to Seoul in the fall of 1953, provided the 
impetus for even greater effort. The daily stress did not lessen, but there was a 
renewed hope and a firm belief that the way was beginning to open for stability 
and advancement. 

Help came from many sources, and in September of that year, the American 
Korean Foundation gave its interest and support to the nursing programme. Korean 
nurses have every reason to be grateful for the material and moral support of this 
agency throughout the ensuing years. Fellowships, financing of special projects in 
nurse and midwife education and grants to schools of nursing were a few of the 
tangible gifts of the Foundation. 

International assistance cannot be measured in monetary terms. It would be 
correct to say that the adoption of the slogan “‘ The Nurse—Pioneer of Health” by the 
World Health Organisation for World Health Day, 1954, produced a tremendous 
impact in Korea. The publicity campaign reached even the tiniest of villages. 
It included nursing procedure and midwifery, as well as essay, poster, 
and other competitions. Teams of nurses, midwives and student nurses participated 
in free counselling, deliveries and immunizations, particularly in the rural areas 
normally without medical service. Hitherto, the Korean people had not accepted the 
role of the nurse in the community for it is generally considered that illness and other 
calamities should be the burden of the family and it is difficult for the unenlightened 
to accept what appears to be an invasion of their privacy or an affront to their 
‘modesty. It is a common thing for the nurse to be pitied for her lowly task. In a 
country where the doctors are of mixed background, modern medicine, Chinese 
medicine, herb doctors and “ limited doctors ” (by apprentice), the nurse is not com- 
pletely accepted as a worthy member of the health team. It can be seen that a special 
week of concentrated activity, highlighted by excellent publicity was of tremendous 
value. Behind it all was the firm backing of the Minister of Health and his staff. 

Rewards were great. Student nurses, through contact with other schools, began 
to demand equal facilities in teaching, equipment and space, while directors of schools 
of nursing became acutely aware of the needs for the preparation of good nurses. 
Agencies, groups and individuals were approached for gifts and prizes and another 
dream came true. The United Nations Korea Reconstruction Agency gave funds for an 
experimental project in post graduate nursing education. This was later financed by 
the American Korean Foundation and the Rockefeller Foundation and is a truly living 
thing. One year fellowships for three senior nurses were given by the Australian 
Government, recognition and awards were made by the Government of the Republic 
of Korea, the Korean Red Cross and other donors too numerous to enumerate in this 
article. 

Professional encouragement and stimulation is a necessity to a group whose every 
successful effort is accompanied by frustration, poverty and sacrifice. This came with 
a visit to Korea in 1954 by Miss Daisy Bridges, Executive Secretary of the Inter- 
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national Council of Nurses. The Korean nurses are intensely proud of their 
membership in the International Council of Nurses and it is impossible to estimate the 
value of the Executive Secretary’s visit. Her human approach and quick compre- 
hension of the problems and difficulties facing the National Association, together with 
her wise counselling, has given the International Council of Nurses the character of 
grace and affection of a wise parent or revered sister to a handicapped child. 

Progress and achievement is not easy in Korea. Standards of nursing education 
and nursing service are hard to enforce where there is a dual control of technical 
education without marked co-operation between the ministries concerned. A school 
for basic nursing education, providing a three year combined course in general nursing 
and midwifery is required by the Ministry of Education to provide 20% of the total 
curriculum jn general subjects, i.e., mathematics, languages, music, embroidery, etc., 
and the fitness of the school to provide these subjects is the criterion for its 
accreditation to that ministry. The standard of nursing education and nursing service 
is the responsibility of the Minister of Health and Social Affairs. The dismay of the 
health authorities, when faced with a fait accompli of a school accredited to the 
Ministry of Education, is easy to imagine. The provision of teachers, equipment and 
hospital services and space, become another burden to the authorities already hard 
pressed with existing responsibilities. 

The professional nurses and midwives are faced with the ever present problem 
of the licensing of nurses and midwives by qualifying examination, where the 
examinees need have no formal professional education. The medical law has this 
provision for doctors and all para-medical workers. 

In 1955, due to the exigencies of a country in such a precarious position, the 
responsibility of accepting an additional 600 student nurses in the existing schools of 
nursing was undertaken at the request of the Ministry of Defence. The graduates of 
this group will be assigned to the Army Nurse Corps. The schools, faced with a 
paucity of teachers, equipment, and space, will have many difficulties in carrying out 
this responsibility. 

As the nurse and midwife activities progress, more and more interest is being 
_ taken in the development of these affairs. UNICEF, in co-operation with the govern- 
ment and the American Korean Foundation, has provided 30 day refresher courses for 
400 midwives throughout Korea and other philanthropic bodies are helping to write 
pages in Korean nursing history. None of this would be possible without the wise and 
understanding leadership of the Minister of Health and Social Affairs and the courage 
and sacrifice of the Korean nurses and midwives. The writer has been privileged to 
have almost four years of adventure and fascinating experience working with her 
Korean colleagues and treasures a firm belief in the Korean women and their ultimate 
success and achievements. 


BASIC FACTS 
Population of South Korea 22,000,000 


(approximate) 
Schools of Nursing (basic) 22 
Midwives School 1 
Postgraduate School of Nursing 1 
(capacity 25, 3 months advanced nursing 
arts, 6 months public health or teaching) 


Tuberculosis Nursing, 3 months courses 
Midwives Refresher Courses, 30 days 
Annual Refresher Courses for nurses 
Membership of National Nurses 
Association 1108 
Membership of Midwives Association 1500 
Annual nurse/midwife graduates 3—400 
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PIONEER NURSING IN AUSTRALIA 


by 
Miss E. C. PIDGEON,* A.R.R.C., F.N.M. 

The first hospital in Sydney can be said to have been established almost from 
the date of Governor Phillip’s arrival. 

Early in 1788 the first hospital was built on the west side of Sydney Cove and 
accommodated 60 patients. 

With the arrival of the second fleet the number of beds was increased by the 
transfer of 486 patients from the ship to the hospital. 

It was found necessary to pitch a hundred tents, four patients to a tent. There 
were no comforts only a bed of grass to lie on. One blanket between four, which was 
confiscated by the strongest on a cold night. They were attended to by five surgeons 
and a number of convicts as nurses. 

By the second fleet came the first detachment of the New South Wales Army 
Corps, the officers of which were responsible for the traffic in rum which played such 
a prominent part in the building of the Sydney Infirmary. For a while it was called 
the “ Rum Hospital.” 

When Governor Hunter arrived, the first hospital was pulled down and re-erected 
on the site of the present police station near the Argyle Cut, 1797. For some years 
it was the garrison hospital. During Governor Hunter’s regime the rum traffic 
increased. Captain King, when appointed Governor in 1800, was told to suppress it, 
but he met with too much opposition from the officers of the colony. 

Governor Bligh did his best but his unfortunate manner and management led 
to the insurrection and his arrest. 

Major-General Macquarie arrived in 1809 and commenced immediate reforms. 
He saw that it was necessary to build a new hospital as the present one was in such a 
ruinous state. The site chosen was on the elevated ridge south of Government House. 


“In the front, Macquarie formed a new street and called it after himself. Mrs. 


Macquarie who was interested in architecture is supposed to have had a hand in the 
planning of it. 

The foundation stone was laid in 1811 but all patients were not moved until 1816. 

It consisted of three blocks, the centre block was pulled down in 1881, and the 
present stone hospital built on the site. Two blocks still remain—one forms the 
centre block or Parliament House; the southern block was the old Mint, now used by 
the Housing Commission. 

The unqualified staff consisted of an overseer and nurses, male and female, drawn 
from the convicts. The female staff usually came on duty intoxicated. The overseer 
each night mustered the patients at 6 p.m., and locked them in the wards. At first, 
the sexes were not even segregated. No attendant or nurse was on duty. Sanitary 
arrangements were the most primitive. The windows were all closed so that on opening 
up in the morning the air was nauseating. 

It was found that no mortuary had been built, so one of the kitchens was taken 
over for a mortuary. Consequently the patients had to do their cooking in the wards. 
Rations were issued to each patient daily; what they could not eat they sold to the 
town folk from hospital verandahs. Their washing was also done in the wards and 
hung on the verandahs to dry, until Governor Macquarie was riding by one day, saw 


“Since going to press, the news of the death of Miss E. C. Pidgeon has been received with deep 
regret. 
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it, and at once had it removed. 

There was so little supervision in the wards that when a Solomon Islander died, 
his mates were found trying to cremate him on a pile of blankets in the centre of 
the ward. 

One of the unpleasant duties of the medical officers was to attend corporal 
punishments at the Hyde Park Barracks. The floggings were heartless and lasted from 
half to two hours; after such punishments many unfortunate victims had to be 
admitted to the Infirmary for treatment. The present day nurses play tennis where 
the triangles once stood. 

The admission of students to practice in the Infirmary was commenced as early 
as 1849, when they attended the hospital from 9 a.m. to 2 p.m. A knowledge of 
anatomy was obtained by dissecting the bodies in the mortuary. As no bones were 
available for study, the students overcame the difficulty by removing two bodies from 
the mortuary, carrying them across the domain and then taking them by boat to 
the opposite side of the harbour where they macerated them and returned with two 
skeletons. 

The clinical school was not inaugurated until 1909. The three medical officers 
attached to the Infirmary were Mr. D’Arcy Wentworth, Mr. Redfern and Mr. Owen— 
none of these gentlemen devoted much time to the hospital as they had too many 
outside interests. 

The nursing was entrusted to the care of a matron and staff of nurses drawn 
from the free settlers, but absolutely untrained and they were chiefly elderly, but 
worthy women. There were three Matrons before Miss Osburn took over; Mrs. Ghost 
was Matron for fourteen years. 

The cleanliness of the Infirmary was not supervised properly for many years. 
There were frequent outbreaks of erysipelas, typhoid and there was vermin infestation. 
The Medical Officers complained of the inefficiency of the staff, but in spite of their 
criticisms, it was not the medical staff who initiated the improvements. 

On the retirement of the three medical officers mentioned, another, a Mr. 
Bowman was appointed who made order out of chaos. He devoted his whole time 
to the Infirmary, visited each patient every day, supervised the cleaning, the wards 
were scrubbed, linen changed when required, sanitary arrangements improved. 

The public generally began to realise the necessity for improving the nursing 
staff. It was also realised that a school for training nurses for the hospitals of the 
colonies should be established and that the Infirmary was the suitable place. 

The Board of Directors saw the necessity of such a change, but did nothing to 
bring it about. It remained for Sir Henry Parkes, the then Colonial Secretary, who 
was no doubt influenced by public opinion to bring it about. Unknown to the Board 
of Directors he wrote to Miss Nightingale to enlist her sympathy and help in intro- 
ducing trained nurses to establish a training school at the Sydney Infirmary. He asked 
for a Lady Superintendent and three nurses to be sent out to Sydney. 

Miss Nightingale was very sympathetic—she considered she was under a debt of 
gratitude to Australia for their contribution to the Nightingale fund, subsequent 
to the Crimean War. Miss Nightingale considered the number requested too few. 
Finally, Miss Lucy Osburn and five Sisters arrived in October, 1868 and were housed 
in one of the wards which had been under construction. The Nightingale Wing was 
not ready—the plans for the home had to be submitted to Miss Nightingale for her 
approval and it was called after her. 
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Miss Osburn was possessed of large experience—she had been trained at 
St. Thomas’s Hospital and had held positions on the staff of St. Thomas’s and King’s 
College. She was a member of the Nightingale Council. She had also spent some 
time at the Kaiserswerth Hospital at Dusseldorf, and had visited all the large hospitals 
in Europe. She had also nursed in Jerusalem, the hot climate of which prepared her 
for Australia. Miss Osburn in appearance was below medium height, had wavy brown 
hair and expressive brown eyes, and she also possessed great charm of manner. In 
character she was resolute, devoted and courageous; tenacious in her demands, she 
was severe but just and understanding, seeking only the welfare of her patients. The 
Nightingale Sisters looked upon her with devotion. The training of her staff was 
thorough—she demanded that they did the most menial tasks uncomplainingly. To 
the young nurses she was kind and gentle and with any attempt to put on airs by the 
senior staff she was severe and cutting. She looked on nursing as the highest employ- 
ment a woman could take up. She would be horrified today to think that any nurse 
could take up nursing because it was a more lucrative employment. To her it was a 
vocation to be entered into with devotion. She would frequently say: “ Nurses, you 
exist for the patients and not they for you.” 

At the time of Miss Osburn’s engagement she was unaware of the appointment of 
a Lay Superintendent. This appointment caused a division of authority and 
responsibility which was a source of annoyance to Miss Osburn. 

The servants, cooks and lay staff were all under the Lay Superintendent, whilst 
Miss Osburn was responsible for the nursing staff and internal economy. Constant 
clashing and friction was the result. The servants openly flouted Miss Osburn when 
complaints were made over the letters to the Lay Superintendent and the Lady Super- 
intendent. Letters addressed to one were received by the other. Orders were given 
by one and countermanded by the other. 

To avoid this mistake Miss Osburn caused the title of Lady Superintendent to 
be changed to Lady Superior. This raised such a storm of indignation which was 
increased by the nurses being called Sister. Although there was no religious 
~ significance, the title had to be changed to head nurse. 

The title of Sister was not revived until after Miss Osburn left Australia. The 
title of Sister had been in use in England in all the hospitals and at St. Thomas’s 
for 200 years. 

It gave a certain dignity to the position. It also gave the Sisters more control 
over the staff and patients. Miss Osburn herself had to revert to Lady Superintendent. 

The five Sisters all went on duty at once in the wards and Miss Osburn set about 
engaging staff. They were engaged under a scheme that had proved satisfactory in 
England and practically the same scheme is used today. A personal interview was 
required. At first, many of the applicants could not read or write. But if the 
applicant satisfied Miss Osburn she was given an application form to fill in. If all 
the questions were answered to her satisfaction, they were examined by a medical man 
and if passed physically fit, were taken on the staff. Miss Osburn maintained that it 
was easier to train a girl of twenty than a person of middle age. 

Head nurses and nurses at first were all dressed alike and they wore a pale lilac 
uniform down to the ground with a train and bustle, an apron without a bib and a 
small lace cap tied under the chin with strings. 

Miss Osburn wore a stiff black silk with bustle and train, a real lace cap and lace 
ruffles at the neck and wrists. 


The nurses all went on duty at 6 a.m., half of them then came off at 1.15 p.m., 
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and went on again at 5.15 p.m. until 9 p.m., when the night staff took over. 


The other half came off duty at 5.15 p.m., the night staff came on at 9 p.m., and 
went off duty at6.a.m. There is no record of them ever having a day off. 

A probationer received a salary of £20 p.a., a Sister £50, increased to £70 after 
two years. Miss Osburn commenced with a salary of £150, increased later to 
£250 p.a. Miss Osburn was responsible to the Medical Officers for seeing that their 
orders were carried out and to the Directors for the conduct and discipline of the 
nursing staff and for the cleanliness and ventilation of the wards. _ 

In the introduction of the new system Miss Osburn had to contend with many 
difficulties and did not secure its rational adoption until 1875. She was subjected to 
much obstruction and annoyance from some members of the committee and medical 
staff. Frustrated at every point, she became disheartened and thought she would 
resign, but being a woman of strong character determined to carry on. It is not 
surprising that she made enemies and that false charges were thrown at her administra- 
tion by men who ought to have known better. 

The medical staff for some time were antagonistic to the new system. They 
ignored the nurses when doing rounds and kept them in ignorance of the patients’ 
complaints. They gave few orders and gave no prior information about an operation 
until it was about to take place and they had to wait whilst the theatre was being 
prepared. 

Some of the Directors were also opposed to the new system. They paid frequent 
visits to the wards, gave erroneous orders and reprimanded nurses in front of the 
patients. 

The Sisters superintended the training of the nurses in the wards. Miss Osburn 
gave lectures on anatomy and physiology and on some interesting case in the 
Infirmary twice a week. She did rounds four times a day: before the night nurses 
went off duty, after breakfast, after dinner and late at night. 

The nurses went into residence in the Nightingale Wing in 1869. The general 
appearance of the wards improved under her administration—the wards were 
scrubbed daily, the linen changed when required, sanitary arrangements were 
improved and the ventilation attended to. Constant effort was made to get rid of the 
vermin by frequently white-washing the walls, but they were never entirely got rid of 
until the block was pulled down and the present stone hospital built in its place. 

In 1875 the position of Lay Superintendent was abolished and a paid Secretary 
was appointed in his place. The staff reached its full strength at that time. It 
consisted of four head nurses, seventeen nurses and seven probationers—training was 
extended from two to three years. 

The Honorary Medical staff realised that the new system was an improvement on 
the old and gave lectures on anatomy, physiology, medical and surgical nursing and 
hygiene. The probationers also received lectures on massage, electricity and invalid 
cooking and Miss Osburn gave lectures on bedside nursing. 

Miss Osburn, although a very fine woman, had her faults. She was sometimes 
lacking in tact and was often indiscreet. 

In 1869 when the Duke of Edinburgh was shot at by a madman at Clontarf, Miss 
Osburn, in a letter to her uncle in London, mentioned that she was supervising the 
nursing. Her uncle had the letter privately circulated but it reached the ears of the 
Nightingale Council. They were horrified and censured Miss Osburn. She was 
persuaded to withdraw it before it reached the Colonial Secretary, London, and the 
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New South Wales Government. 


On another occasion she had to face the Charities Commission when they were 
inquiring into the administration of Public Charities, especially the Sydney Infirmary. 

Some of the charges brought against her were that she: 

was too friendly with some of the Directors; 

favoured Roman Catholics; 

moved her nurses about too much from ward to ward; 
was always out or entertaining visitors. 

Much publicity was given to this by the press. The town people, who greatly 
admired Miss Osburn and were grateful for all she had done for the Infirmary, were 
very indignant and protested. All the charges were found to be without any foundation 
and she was exonerated on all of them. Most were trumped up by a wardsman whom 
she had had dismissed for misconduct and rudeness to a nurse. 

Sister Haldene, who had nursed the Duke of Edinburgh, became the first matron 
of the Alfred, Melbourne. Others of her trainees: Sister Horton became matron of 
Gladesville, Sister Eliza, first matron of the Benevolent Society. 

At the end of three years the agreement for the Sisters ended and three of them 
returned to England. 


In 1884, Miss Osburn was recalled to England, where she died in 1891, nursing 
the sick and poor in the slums of London. 

It is a far step from Lucy Osburn to the present day—nurses now work 40 hours 
per week with two days off. First year nurses now earn a salary of £270 a year. 
Most of the rough work is done by wardmaids. On completion of training, if they 
have the educational qualifications, there are post-graduate courses open to them. 
The Florence Nightingale Memorial Fund sponsors scholarships and bursaries to the 
Bedford College, London, the College of Nursing, Australia, or the New South Wales 
College of Nursing. 

In 1881 the Sydney Hospital Bill was passed by both Houses of Parliament and 
the Sydney Infirmary became the Sydney Hospital. In its various stages it had been 
‘called: The Convict Hospital, The Garrison Hospital, The Rum Hospital, The Sydney 
Infirmary—finally Sydney Hospital. 

Miss Lucy Osburn has a place in the history of Australian women second to none. 
Nursing in Australia undoubtedly had its foundations laid by Miss Osburn’s 
organisation of the Sydney Infirmary. She was always guided by the advice of 
Florence Nightingale with whom she was a regular and frequent correspondent. 


The History, Aims and Programme of 
The Victorian Order of Nurses for Canada 


by 
Miss M. CHRISTINE LIVINGSTON, B.S., 


Director in Chief, Victorian Order of Nurses for Canada 
The Victorian Order of Nurses for Canada is the only national voluntary visiting 
nursing organization on the North American Continent. With headquarters in Ottawa, 
it is patterned after the Queen’s Institute of District Nursing in England, and was 
organized in commemoration of Queen Victoria’s Diamond Jubilee. Few memorials 
have ever proved more fitting. It has kept the great Queen’s memory green and has 
given Canada a unique and most valuable nursing service. 
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It began at the Annual Meeting of the National Council of Women in 1897 when 
two resolutions were presented. One was from the Local Council in Vancouver asking 
that nurses be supplied to the outlying districts in the far West. The other was from 
the Halifax Local Council asking that steps be taken to inaugurate a national nursing 
service in commemoration of Queen Victoria’s Diamond Jubilee. Somehow, the two 
ideas became fused. Lady Aberdeen, wife of the then Governor-General of Canada, 
and President of the National Council of Women, was inspired with the idea. She 
toured the country promoting the organization and after a great deal of hard and 
uphill work, it was in 1898 that the Royal Charter was formed under the name of the 
Victorian Order of Nurses for Canada. 

Lady Aberdeen became the first President and since that time each succeeding 
Governor-General has extended his patronage to the Order and the wives of our 
Governors-General have graciously consented to become Honorary Presidents of the 
Order. They have given most active support, raising endowment funds for the 
extension of the Service. In 1955, Queen Elizabeth, the Queen Mother, honoured the 
Victorian Order of Nurses for Canada by accepting the post of Grand President. 

Miss Charlotte MacLeod of New Brunswick and a graduate of the Waltham 
Training School, became the first Chief Superintendent of the Order and set the course 
that, through the years, her successors have followed and developed. 

The objectives of the Order as defined in the Royal Charter are as follows: 

(1) To supply nurses thoroughly trained in hospital and district nursing and 
subject to one central authority for the nursing of the sick who are otherwise 
unable to obtain trained nursing in their homes, both in town and country. 

(2) To bring local associations for supplying district nurses into association by 
affiliation with the Order and to give grants or other assistance to such 
associations. 

(3) To maintain as a first necessity a high standard of efficiency for all district 
nursing. 

(4) To assist in providing small cottage hospitals or homes. 

By reason of the elasticity of its organization and the broad philanthropic 
principles upon which it is founded, the Order has been able to adapt this programme 
to changing needs and ideals. It is still doing so. As stated in the Charter, it began 
as “a branch of nursing service which included all phases of work concerned with 
family and community welfare.” Bedside nursing was the base but there developed 
from it all forms of education and advisory administration work that tended to prevent 
disease and raise the standard of health in the community. 

Among the first districts to organise and demonstrate the value of the work were 
Ottawa, Montreal, Toronto, Halifax, Vancouver and Kingston. 

At the time the Order was founded, there was an urgent need for hospitalization 
facilities throughout Canada—especially in the sparsely settled areas in the north-west 
where a visiting service was impracticable. The Countess of Minto directed her 
energies toward raising funds to answer this need and from 1898 on, some 44 cottage 
hospitals were established. The reports of the work done, notably those of the nurse 
who assisted Dr. Grenfell in the hospital established at Harrington Harbour, Labrador, 
read like adventure tales. In time these hospitals were taken over by the local 
authorities and this phase of the work ceased in 1924. 

Following this period, under Lady Grey’s regime more stress was placed on 
Visiting Nursing in country districts. The first was organized in the area around 
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Lundbreck, Alberta, where the nurse covered great distances on horseback or by 
sleigh. With the coming of the official public health nursing organizations and 
municipal hospitals the Victorian Order withdrew to the more closely populated 
centres. 

The Victorian Order has always tried to meet emergencies. In time of disaster 
or epidemic, its response has been immediate. In 1898 four nurses endured the hard- 
ships of the trail to the Klondyke, arriving there in the midst of an outbreak of 
typhoid and remaining for three years. On that dreadful day in December, 1917, 
when a munition ship blew up in Halifax Harbour causing 1,800 deaths and countless 
casualties, twelve nurses were immediately despatched to Halifax and allotted districts 
by the military nursing service. In the first year of the First World War, 52 nurses 


enlisted and others followed. For a time it was difficult to carry on for lack of 
personnel and funds. 


Following the war the Order participated in the modern public health movement, 
the spirit of which was embodied in a Supplementary Charter issued in 1929 which 
re-stated the objectives of the Order in the following terms. 

(1) To establish and maintain visiting nursing services in Canada. 

(2) To engage and direct the activities of nurses to undertake the care of the 
sick in their homes, to demonstrate nursing methods and to aid in the 
prevention of disease and the maintenance of health. 

(3) To assist in training nurses in public health nursing. 

(4) To assist in establishing and maintaining the highest possible standard of 
efficiency in all nursing services. 

True to its fine tradition of service, the Order carried on during the years of 
post-war depression and a Second World War. The benefits of Victorian Order service 
are now available to approximately 36% of Canada’s population in 117 towns and 
cities across the Dominion. A staff of 550 Graduate Registered Nurses, the majority 


_ with special training in public health nursing, make almost 1,000,000 visits annually 


in an endeavour to meet the special requirements of the many patients who do not 
need or cannot afford the full-time services of a nurse or for various reasons cannot or 
need not go into hospital. 

The programme in each branch is under the direction of a Board of Management 
composed of representative men and women of the community. Each branch enjoys 
a large degree of local autonomy insofar as business matters are concerned, but accept 
national policies and standards. 

The National Office staff is comprised of a Director in Chief; Assistant Director 
in Chief; Educational Director and eight Regional Directors. The Regional Directors 
visit the branches regularly in a consultative capacity to both Board members and 
nurses. The National Office provides additional services to the branches including a 
centralized accounting system, the administration of a pension retirement plan for all 
employees, a pre-employment physical examination for each nurse, a circulating library 
and supplies publicity material to the branches for annual campaigns and educational 
purposes. Nurses are recruited by the National Office and appointed to the branches 
as needed. The application of every nurse is approved by the National Office, thus 
safeguarding standards of service. Nurses employed by the Order have always 
enjoyed the highest esteem in all parts of Canada. 

As early as 1898 it was recognized that special training in visiting nursing was 
needed and candidates were given a six month’s course in training centres set up in the 
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larger branches. Following the First World War nursing education developed and 
universities provided post-graduate courses in public health nursing. The Victorian 
Order discontinued their training centres and accepted this post-graduate training as 
a qualification for employment. 

Due to the continuing demand for more nurses, the Board of Management of the 
National Organization has adopted a broad policy of awarding bursaries to assist in 
preparing graduate nurses for Victorian Order service. Bursaries are for $750.00 
each and following the course in public health nursing at a Canadian university, the 
recipient has an obligation of at least one year’s employment in the locality where her 
services are most urgently needed, at the salary rate currently paid in that area. Even 
this forward step has not completely solved the problem and graduate registered 
nurses without this additional preparation, are employed by the Order under certain 
circumstances. All nurses appointed to the staff are given a period of introduction 
and continuous staff education is now employed as a means of maintaining high 
standards. 

The Victorian Order offers to the people of the community a nursing service best 
fitted to meet their needs as determined by the local committee in consultation with 
the proper authorities in the community, such as the Medical Officer of Health, the 
medical and nursing and other interested groups. There is a close working relation- 
ship with the Government Health Programme on the federal, provincial and municipal 
level, and to ensure the soundness of a new programme it is approved by the National 
Organization and cleared through the proper channels. The national scope of the 
Victorian Order is one of its unique features since it provides a uniformity in 
standards and policies of the programme undertaken in all communities. 

The Victorian Order provides a general nursing service to everyone in the home, 
young and old, rich and poor, regardless of race, creed, colour or ability to pay. In 
areas served by the Victorian Order the cost of illness may be reduced, not only to 
the patient and his family, but also to the municipality, since home care is less costly 
than institutional care. Patients may be discharged from hospital at an earlier date 
when there is a Victorian Order nurse to continue the necessary nursing and treat- 
ment in the home, thus relieving a hospital bed for someone more acutely ill. Each 
new case reported from any source is visited but nursing care is given only under the 
direction of a physician. 

The nurse, when she visits the home, stays long enough to carry out the doctor’s 
orders and to give the needed care and treatment. The average time for each visit is 
slightly less than one hour. While giving nursing care, she demonstrates simple 
nursing procedures to a reliable member of the family and instructs them how to 
care for the person who is ill, during the interval between the nurse’s visits. She 
teaches young home-makers how to buy and use nutritious foods, how to care for 
themselves and their family when they are ill and how to prevent future illnesses. She 
counsels all members in matters pertaining to health, she is in fact, nurse, counsellor 
and sympathetic friend. Patients who can, pay a moderate fee to cover the cost, 
some pay in part and care is never refused because of the patient’s inability to pay. 

The chief need when the Victorian Order of Nurses was established in 1897 was 
to provide better care to mothers and babies. During the past 50 years, important 
changes in the major public health problems in this country have brought about 
similar changes in our programme. Many acute infectious diseases, which caused a 
great deal of illness and many deaths in Canada at the turn of the century, have been 
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brought under control. There have also been striking reductions in infant and 
maternal mortality. Largely because of these successful attacks on acute infections 
and improvement in maternal and infant care, our population is ageing. This means 
that our average life expectancy has increased from 49 years in 1900 to nearly 69 years 
in 1950. Consequent upon this increase in the life span of man comes a marked 
increase in the number of persons suffering from long term illness. Heart disease, the 
chief cause of death, arthritis, diabetes, cancer and tuberculosis account for over two 
thirds of the visits made in the past few years. There has been a rapid and continuous 
decline in the tuberculosis death rate. There has not, however, been a corresponding 
decrease in the number of cases. 

Maternity services cover care and supervision of the mother during pregnancy, 
assistance to the doctor at the time of the delivery, if the baby is born at home, and 
care to both mother and infant immediately following birth, with continuing instruc- 
tion to the mother. The service during the maternity cycle is primarily one of health 
teaching. In view of the fact that the majority of babies are now born in hospital, visits 
to this group have decreased gradually and although 54% of the cases admitted in 
1954 were in this category, they accounted for only 22% of the total visits. 

Nursing care in the home remains our chief purpose. However, it is an objective 
of the Order that wherever established, the programme will be adapted to suit local 
conditions and broadened according to need. As the Official Agency develops and is 
prepared to assume this work, the Victorian Order withdraws. Thirty-six branches 
are now conducting pre-natal classes; fifty-one assist at child health conferences, thirty- 
four participate in school health programmes and nineteen provide a part-time health 
service in small industrial plants. 

The Order is interested in the education of nurses and participates in their 
preparation through providing field experience and observation to nursing students 
from University and Hospital Schools of Nursing. Medical students also observe in 
the homes of our patients and find the experience valuable. Requests for student 
affiliation programmes are increasing each year and every attempt is made by our 
staff to meet the demands. 

Victorian Order service is supported primarily by voluntary effort. Many 
branches are members of Community Chests * and in others Board members and 
friends undertake fund-raising activities. Nursing fees are obtained from patients who 
are charged for each visit on the basis of the cost computed annually, and this varies 
from branch to branch. Arrangements may be made to reduce the fee according to 
the family circumstances and approximately 50% of the visits annually are made 
without any charge to the patient. Nursing fees are also obtained from contracting 
agencies such as insurance companies, governments, etcetera. Grants are made by 
municipal, provincial and federal governments for service rendered. 

Victorian Order service is needed in many places where it is not yet established. 
At the present time public interest is being centred on health measures, as it has 


* “The term ‘Community Chest’ applies to a type of combined appeal for funds which is 
conducted annually in many large cities in Canada and the United States. The purpose of a 
Community Chest is to unite several major appeals in one in order to raise sufficient money to 
finance the work of the Voluntary Agencies in the community. Membership in the Community 
Chest includes health, welfare and recreational agencies such as the Canadian Arthritis and 
Rheumatism Society; Canadian National Institute for the Blind; Children’s Aid Society; Salvation 
Army; St. John Ambulance; Victorian Order of Nurses; Welfare Bureau; Young Men’s Christian 
Association; Young Women’s Christian Association, etcetera.” 
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never been before in our experience. Nursing on a visit basis as a part of medical 
care is recognized to be an essential part of any community health programme. As a 
national voluntary health agency we are sensitive to the health needs of the people of 
Canada. The past has given us a great tradition of service. However, there are still 
many people who need nursing care and who do not receive it. The ultimate purpose 


of the organization will not be fulfilled until it is available to every man, woman and 
child in our broad Dominion. 


L’Histoire, les Buts et le Programme du 
Victorian Order of Nurses for Canada 


par 
Miss M. CHRISTINE LIVINGSTON, B.S., 
Director in Chief, Victorian Order of Nurses for Canada 
Le Victorian Order of Nurses for Canada, est, sur le plan national, le seul 
organisme bénévole d’infirmiéres visiteuses sur tout le continent nord-américain. Il 
a son bureau principal 4 Ottawa et il tire son modéle du Queen’s Institute of District 
Nursing, en Angleterre. I] a été organisé en commémoration du 60° anniversaire du 
régne de la reine Victoria. Peu de fondations commémoratives se sont révélées plus 
appropriées. L’Ordre a conservé vivante la mémoire de la grande Reine et a donné 
au Canada un service infirmier unique en son genre et des plus précieux. 
L’Ordre prit naissance en 1897, lors de la réunion annuelle du National Council of 
Women, alors que deux voeux furent présentés. L’un émanait du conseil local de 
Vancouver, qui demandait que l’on fournit des infirmiéres aux régions éloignées du 
Far West. L’autre venait du conseil local d’Halifax et souhaitait Yinauguration d’un 
service national de soins infirmiers pour commémorer le 60° anniversaire du régne de 
la reine Victoria. De quelque fagon, les deux idées se fondirent en une seule et Lady 
Aberdeen, épouse du Gouverneur général du Canada et président du National Council 
of Women, s’en prit d’enthousiasme. Elle parcourut le pays pour mousser l’organisation 
et aprés beaucoup de peine et d’efforts, une charte royale était décernée en 1898 au 
Victorian Order of Nurses for Canada. 
Lady Aberdeen devint la premiére présidente et, depuis lors, chaque gouverneur 
général successif, accorda son patronage a l’Ordre. Les épouses des gouverneurs ont 
gracieusement consenti a devenir Présidentes honoraires de l’Ordre. Elles ont donné 
un appui trés actif et recueilli des fonds de dotation pour |’expansion du service. En 
1955, la reine Elizabeth, Reine-Mére, honora l’Ordre en acceptant le poste de Grande 
Présidente. 
Mlle. Charlotte MacLeod, du Nouveau-Brunswick, et diplomée de Waltham 
Training School, devint la premiére Surintendante-en-chef de l’Ordre et lui imprima 
la direction que, au cours des années, ses successeurs ont suivie et développée. 
Les objectifs de l’Ordre, tels qu’ils sont définis dans la Charte royale, sont les 
suivants: 
1° Fournir des infirmiéres parfaitement exercées au service infirmier d’hépital 
et régional, sous une seule autorité centrale, pour le soin infirmier des malades 
qui ne pourraient d’autre maniére obtenir les services d’infirmiéres exercées 
a leur domicile, soit a la ville, soit 4 la campagne; 

2° Obtenir que les associations locales qui fournissent un service d’infirmiéres 
régionales s’associent en s’affiliant 4 Ordre et accorder des subventions ou 
autre assistance 4 de telles associations; 
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3° Maintenir, comme premiére nécessité, un degré élevé de compétence pour tout 
le service infirmier régional; 

4° Aider a établir de petits hépitaux-villas ou maisons de soins. 

Grace a la souplesse de son organisation et aux larges principes philanthropiques 
qui ont présidé a sa fondation, l’Ordre a pu adapter ce programme aux besoins et aux 
idéals changeants. Et il le fait encore. Comme il est dit dans la Charte royale, il 
a commencé “comme une branche du service infirmier qui comprenait toutes les 
phases de l’ceuvre du bien-étre familial et social.” Les soins infirmiers de chevet ont 
constitué les assises, mais ils ont donné naissance a toutes les formes de travail 
éducatif et de consultation administrative qui tendait 4 prévenir la maladie et 4 relever 
le niveau de la santé dans les collectivités. 

Parmi les premiers districts 4 s’organiser et 4 démontrer la valeur de l’ceuvre, on 
compte les agglomérations d’Ottawa, de Montréal, de Toronto, d’Halifax, de Vancouver 
et de Kingston. 

Au moment de la fondation de l’Ordre, il existait un urgent besoin de services 
hospitaliers dans tout le pays, surtout dans ces régions 4 population clairsemée du 
Nord-Quest, oi il était impossible d’organiser un service d’infirmiéres visiteuses. La 
Comtesse de Minto consacra toute son énergie au prélévement de fonds pour répondre 
a ce besoin et, a partir de 1898, quelque 44 hdépitaux-villas furent établis. Les rapports 
du travail exécuté, notamment celui de l’infirmiére qui aida le Dr. Grenfell 4 Phépital 
établi 4 Harrington Harbour, se lit comme un roman d’aventures. Avec le temps, ces 
h6pitaux furent pris en charge par les autorités locales et cette phase du travail cessa 
en 1924. 

Par la suite, sous le régime de Lady Grey, on mit l’accent sur le service 
d’infirmiéres visiteuses dans les comtés. Le premier fut organisé dans la région 
entourant Lundbreck, Alberta, ot Tinfirmiére parcourut de grandes distances, a 
cheval ou par traineau. Avec la création d’organismes officiels de soins infirmiers 
d’hygiéne publique, et d’hépitaux municipaux, l’Ordre se retrancha dans les centres 

~ plus populeux. 

Le Victorian Order s’est toujours efforcé de faire face aux situations critiques. 
En temps de calamités ou d’épidémies, sa réponse a été immédiate. En 1898, quatre 
infirmiéres subirent tout la fatigue de la piste du Klondyke et arrivérent a cet endroit 
alors qu’une épidémie de typhoide faisait rage. Elles y demeurérent trois ans. Au 
jour de terreur de décembre 1917, alors qu’un vaisseau chargé de munitions fit 
explosion dans le port d’Halifax, faisant 1,800 morts et d’innombrables victimes, douze 
infirmiéres furent immédiatement dépéchées 4 Halifax et affectées 4 des zones par le 
service infirmier militare. Au cours de la premiére année de premiére grande guerre, 
52 infirmiéres s’enrdélérent et d’autres suivirent leur exemple. Pendant un certain 
temps, il fut difficile de poursuivre l’ceuvre a cause d’une pénurie de personnel et d’une 
disette de fonds. 

Aprés la guerre, l’Ordre participa au mouvement moderne de l’hygiéne publique 
et cet esprit se trouve manifesté dans une charte supplémentaire accordée en 1929 et 
qui répétait les objectifs de l’Ordre dans les termes suivants: 

1° Etablir et maintenir des services d’infirmiéres visiteuses au Canada; 

2° Embaucher des infirmiéres et diriger leur activité, afin d’entreprendre le soin 
des malades a domicile, d’enseigner les méthodes infirmiéres et d’aider a 
prévenir la maladie et 4 préserver la santé; 

3° Aider a former des infirmiéres aux soins infirmiers d’hygiéne publique; 


| \ 
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Instruction both to mother and father in maternal and infant care during pregnancy and 


after the baby comes is an important part of the services of the Victorian Order Nurse, 
who is seen here giving a demonstration bath. 


L’instruction des deux, de la mére et du pére durant la période prénatale et aprés la 

naissance du bébé est une partie importante du travail des infirmiéres de ‘‘ l’Ordre Victorien ”’ 

dans la protecti t lle et infantile, vous pouvez voir sur la photo ci-dessous une 
infirmieére demontrant comment donner un bain. 
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4° Aider a établir et 4 maintenir le plus haut degré de compétence possible dans 
tous les services infirmiers. 

Fidéle a sa fiére tradition, Ordre poursuivit son ceuvre au cours des années de 
crise postérieures 4 la guerre et pendant la Deuxiéme grande guerre. Les services de 
YOrdre sont maintenant accessibles 4 36 p. 100 environ de la population canadienne, 
dans 117 villes et villages par tout le pays. Un personnel de 550 infirmiéres diplémées 
et inscrites, dont la plupart ont requ une formation spéciale en soins infirmiers 
d’hygiéne publique, font prés d’un million de visites chaque année afin de répondre 
aux besoins particuliers des nombreux malades qui n’ont pas besoin d’une infirmiére 
a service continu, qui n’ont pas les moyens de se procurer ces soins, ou qui, pour 
diverses raisons, ne peuvent aller a l’hépital ou n’ont pas besoin de lhospitalisation. 


Le programme de chaque filiale est dirigé par un Bureau de direction composé 
de personnages, hommes et femmes, de la localité. Chaque filiale jouit d’un haut degré 
d’autonomie locale en ce qui concerne ses propres affaires, mais elle accepte les lignes 
de conduite et les normes de l’organisme national. 

Le personnel du bureau national se compose d’une directrice en chef et d’une 
adjointe a cette directrice; d’une directrice de l’enseignement et de huit directrices 
régionales. Les directrices régionales rendent visite réguliérement aux filiales a titre 
consultatif tant auprés des membres du Bureau que des infirmiéres. Le bureau national 
fournit d’autres services a ses filiales: un systéme centralisé de comptabilité, 
Yadministration d’un régime de retraite pour tous les employés, un examen a 
Yembauche pour chaque infirmiére, une bibliothéque circulante et de la documentation 
publicitaire devant servir aux filiales pour leurs campagnes annuelles et pour des fins 
éducatives. 

Les infirmiéres sont recrutées par le bureau national et affectées aux diverses 
filiales, au fur et 4 mesure des besoins. La demande d’emploi de chaque infirmiére 
est approuvée par le bureau national, ce qui sauvegarde les normes du service. Les 


infirmiéres employées par |’Ordre ont toujours joui de la plus haute estime dans toutes 
les parties du Canada. 


Dés 1898, on reconnut que les infirmiéres visiteuses avaient besoin d’une formation 
spéciale et on offrit aux candidates un cours de six mois dans des centres de formation 
établis dans les grandes filiales. Aprés la Premiére grande guerre, |’instruction des 
infirmiéres fut organisée et les universités offrirent des cours de spécialisation en soins 
infirmiers d’hygiéne publique. L’Ordre ferma ses centres de formation et accepta 
cette formation spécialisée comme condition a l’embauchage. 

Devant la demande soutenue pour un plus grand nombre d’infirmiéres, le Conseil 
d’administration de l’organisation nationale adopta comme ligne de conduite générale 
de décerner des bourses d’études pour aider a préparer des infirmiéres pour le service 
dans Ordre. Ces bourses d’études sont de $750 chacune et, aprés avoir suivi un 
cours en soins infirmiers d’hygiéne publique 4 une université canadienne, la bour- 
siére doit fournir au moins un an de travail dans la localité ow ses services sont 
requis de la maniére la plus pressante, aux appointements couramment versés dans 
la région. Cette mesure progressive n’a pas toutefois complétement résolu le probléme, 
et des infirmiéres diplémées et inscrites qui n’ont pas regu cette formation addition- 
nelle sont employées par l’Ordre dans certaines circonstances. Toutes les infirmiéres 
nommées au personnel regoivent une période d’instruction et l’enseignement soutenu 
du personnel sert maintenant a préserver des normes élevées. 


Le Victorian Order offre 4 la population de la collectivité un service infirmier 
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mieux adapté a ses besoins selon que le détermine le comité local, en consultation 
avec les autorités idoines de la localité: médecin-hygiéniste, groupes de médecins, 
d’infirmiéres et autres intéressés. Il y a collaboration étroite avec le programme public 
d’hygiéne, sur les plans fédéral, provincial et municipal, et, afin d’assurer la solidité 
de nouveaux programmes, ceux-ci sont approuvés par l’organisation nationale et 
passent par la filiére hiérarchique appropriée. L’envergure nationale du Victorian 
Order est lune de ses caractéristiques propres car elle assure l’uniformité des normes 
et des lignes de conduite du programme entrepris dans toutes les localités. 


Le Victorian Order offre un service infirmier général 4 chacun au foyer, jeune 
ou vieux, riche ou pauvre, sans considération de race, des croyances, de couleur ou de 
capacité de payer. Dans les régions desservies par l’Ordre, le coat de la maladie peut 
étre atténué, non seulement pour le malade et sa famille, mais aussi pour la 
municipalité car le soin 4 domicile coiite moins cher que le soin 4 l’hépital. Les 
malades peuvent recevoir plus tot leur exéat de l’hépital lorsqu’il y a une infirmiére 
de YOrdre pour continuer 4 administrer les soins infirmiers et le traitement 
nécessaires 4 domicile, ce qui libére un lit d’hépital pour quelqu’un qui est plus grave- 
ment malade. Chaque nouveau cas signalé de n’importe quelle source recoit une 
visite, mais les soins infirmiers ne sont donnés que sous la direction du médecin. 


L’infirmiére, lorsqu’elle va 4 la maison, y reste assez longtemps pour donner 
suite aux ordres du médecin et pour administrer les soins et le traitement requis. 
La durée moyenne de chaque visite est d’un peu moins d’une heure. Tout en donnant 
ses soins, l’infirmiére enseigne les rudiments des soins 4 quelque membre fiable de la 
famille et lui montre comment prendre soin de la personne malade durant l’intervalle 
qui s’écoule entre chaque visite de Vinfirmiére. Elle enseigne aux jeunes femmes 
comment acheter et utiliser des aliments nutritifs, comment prendre soin d’elles-mémes 
et de leur famille lors d’une maladie, et comment prévenir la maladie. Elle donne des 
conseils 4 chaque membre de la famille en ce qui regarde la santé, elle est, de fait, 
infirmiére, conseillére et amie sympathique. Les malades qui le peuvent paient de 
modiques honoraires pour couvrir les frais; quelques-uns paient une partie des frais, 
mais aucun soin n’est refusé parce que le malade est incapable de payer. 


La principale nécessité, lorsque le Victorian Order fut fondé, était un meilleur 
soin des méres et des nouveau-nés. Depuis 50 ans, les principaux problémes d’hygiéne 
publique en ce pays ont largement changé et ces changements ont été accompagnés de 
modifications paralléles de notre programme. Bien des affections contagieuses aigués 
qui causaient une forte somme de maladie et de nombreux décés au Canada, au début 
du siécle, ont maintenant été maitrisées. La mortalité maternelle et la mortalité 
infantile ont été réduites d’une maniére saisissante. A cause surtout des attaques 
fructueuses lancées contre les infections aigués, et du perfectionnement de soins donnés 
aux méres et aux nouveau-nés, notre population est en train de vieillir. Cela signifie 
que notre longévité moyenne a passé de 49 ans en 1900 a prés de 69 ans en 1950. Cet 
accroissement de la longévité améne avec lui une augmentation marquée du nombre 
des personnes qui souffrent de longues maladies. La maladie de coeur, principale cause 
de décés, l’arthrite, le diabéte, le cancer et la tuberculose ont exigé plus des deux tiers 
des visites faites au cours des quelques derniéres années. Le taux de décés par 
tuberculose montre un déclin rapide et soutenu; le nombre de cas toutefois ne montre 
pas de diminution correspondante. 


Les services de maternité comprennent le soin et la surveillance de la mére 
pendant la grossesse; l’assistance au médecin au moment de l’accouchement, si ce 


ry 
- 
a 
4 


OcToBeR 1956 51 


dernier a lieu a la maison, et le soin tant de la mére que de l’enfant, immédiatement 
aprés la naissance, avec des instructions de continuation données a la mére. Le service 
au cours de la période de maternité comporte surtout l’enseignement de lhygiéne. 
Etant donné que la plupart des nouveau-nés naissent a l’hépital, les visites 4 ce groupe 
ont progressivement diminué et, bien que 54 p. 100 des cas admis en 1954 
appartenaient a cette catégorie, ils n’ont occasionné que 22 pour cent des visites. 


Les soins infirmiers 4 domicile restent notre principale oeuvre. Toutefois, 
YOrdre, partout ou il est établi, a pour objectif d’adopter son programme aux 
conditions locales et de l’élargir selon les besoins. Lorsqu’une agence officielle est 
créée et préte a prendre ce travail en charge, Ordre se retire. Trente-six filiales 
donnent actuellement des cours d’enseignement prénatal; cinquante et une collaborent 
a des conférences d’hygiéne infantile; trente-quatre participent 4 des programmes 
d’hygiéne scolaire et dix-neuf assurent un service intermittent de santé dans des 
petites usines. 


L’Ordre s’intéresse a l’instruction des infirmiéres et participe 4 leur préparation 
en fournissant des occasions de travail pratique et d’observation aux éléves infirmiéres 
des universités et des écoles hospitaliéres. Les étudiants en médecine vont aussi en 
observation dans les maisons de nos malades et trouvent cette expérience des plus utile. 
Les demandes de programmes d’affiliation pour étudiants augmentent chaque année 
et notre personnel s’efforce de faire droit 4 toutes ces demandes. 


Le Victorian Order vit surtout de l’effort bénévole. Plusieurs filiales sont membres 
des Caisses de Bienfaisance* et dans d’autres filiales, des membres du Bureau ainsi 
que des amis se chargent de recueillir des fonds. Les honoraires pour soins infirmiers 
sont a la charge des malades 4 qui l’on demande de payer chaque visite sur une base 
qui est calculée chaque année et qui varie selon les filiales. Des arrangements peuvent 
étre pris en vue de réduire ces honoraires selon la situation pécuniaire de la famille 
et dans 50 p. 100 environ des cas, chaque année, les malades bénéficient de visites 
gratuites. Des honoraires sont également obtenus des agences: compagnies 
d’assurance, gouvernements, et le reste, avec lesquelles un contrat a été passé. Des 
subventions sont accordées par les administrations municipales, provinciales et 
fédérale, pour services rendus. 


Le service de l’Ordre est requis en plusieurs endroits ow il n’a pas encore été établi. 
Actuellement, le public s’intéresse surtout aux mesures d’hygiéne comme il ne s’y est 
jamais, d’aprés nous, intéressé dans le passé. Les soins infirmiers rendus au cours de 
visites comme partie du soin médical, sont reconnus comme jouant un réle essentiel 
dans tout programme local de santé. A titre d’organisme bénévole d’hygiéne, nous 
pressentons vivement les besoins de santé de la population du Canada. Le passé nous 
a fait acquérir une fiére tradition de service. I] y a encore, cependant, bien des gens 
qui ont besoin de soins infirmiers mais qui n’en regoivent pas. Le but ultime de 
YOrdre ne sera pas atteint aussi longtemps que ce service ne sera pas accessible a 
chaque homme, femme et enfant dans notre vaste pays. 

* L’expression “ Caisses de Bienfaisance” (en anglais “ Community Chest”) désigne une sorte de 
campagne combinée de souscription qui se poursuit chaque année dans les grandes villes du Canada 
et des Etats-Unis. Le but d’une Caisse de bienfaisance est de réunir sous une méme direction 
plusieurs grandes campagnes de souscription afin de recueillir les dons qui financeront l’oeuvre 
des organismes bénévoles dans la localité. Font partie des Caisses de bienfaisance, les agences de 
santé, de bien-étre et de loisirs, telles que la Société canadienne de l’arthrite et du rhumatisme; 
l'Institut national canadien des aveugles; la Société d’aide a l’enfance; l’Armée du Salut; 


VAmbulance Saint-Jean; le Victorian Order of Nurses; YOffice du Bien-étre; les Y.M.C.A. et 
Y.M.C.A., et le reste. 


j 

t 

| 


52 INTERNATIONAL NursiInG REVIEW 


The Development of Post-basic Nursing 
Education in Europe* 


The Director of the Florence Nightingale International Foundation, Miss Ellen 
Broe, was invited, as an observer from the ICN, to attend the World Health 
Organisation Conference on Post-Basic Nursing Education which was held in Peebles, 
Scotland between 12th and 26th June, 1956. In the course of this fourteen day 
meeting, existing facilities for advanced nursing training in Europe were revised and 
future developments considered. 

At the closing session, Dame Elizabeth Cockayne, one of the chairmen of the 
Conference, said: “ Success at an international conference is dependent on an attitude 
of give and take in everyone. Representing as we do the culture, language and the 
nursing educational pattern of 18 European countries, this attitude of tolerance and 
understanding of our colleagues’ problems, which was clearly displayed, has been 
specially helpful. And if we recall the enthusiasm of each one of us to get everything 
possible for our country’s nursing service out of this Conference, it will be seen how 
much give and take there has to be... 

“It is now our responsibility, the responsibility of each one of us to see that our 
country gets good dividends. Having felt your enthusiasm, I am confident that this 
will be so and that the seeds sown here will germinate and grow to meet the needs of 
your countries.” 

The following points were among those that arose out of the discussions. 

The improvement of nursing practice, resulting in benefit to the community is 
the all-important objective for advances in nursing education. In the past, courses 
have been limited in many ways and should today be complemented by teaching in 
public health, particularly in health education and the psychology of team-work 
relations. It was recognized that in the various countries the need for post-basic 
education differed according to the rate of medical development and social change, and 


“ that post-basic education must have regard to the content of the basic course. 


While it was agreed that specialization could go too far (there are many branches 
a nurse can specialize in), there is considerable need for courses in teaching, in 
administration—and jn public health until this subject is more generally taught in the 
basic course. 

The Conference warned against overcrowding the curriculum. Special subjects, 
such as sociology or psychology, should be taught selectively in order to introduce the 
nurse to those parts of the subject which have an immediate bearing on her work. 

Throughout the discussions on the planning of courses, the importance of obtaining 
facts and interpreting their meaning correctly was emphasized. Many participants 
felt that in this direction the profession could go much further than it has gone so 
far. Among questions of fact that it might be important to answer as a preliminary 
to the planning of courses, the following were mentioned: What kind and how many 
nurses are needed? In which fields of nursing practice is the lack of specialized 
education most keenly felt? What facilities for such education already exist within 
schools of nursing and within other educational institutions ? To what extent are 
these facilities being used ? 

In many respects, the nursing profession is in the vanguard of health progress. 
“The implications of change” as one speaker put it “are taken more to heart by 
* Based on World Health Organisation Press Release. 
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nurses than by members of other health professions. Yet there is no cause for 
complacency. 1956 still operates in the framework of 1856.” 

In nurse training, for example, considerable advance can be achieved by 
replacing antiquated and largely haphazard methods by techniques derived from 
modern education. Many countries have already gone far in this direction, for it 
is clear that every effort is needed to make the best use of available nursing personnel. 

Another sphere in which modern knowledge can contribute to the improvement 
of nursing is the selection of candidates. Several speakers pointed out that there is 
no “ideal type of nurse” that can objectively be determined, but there clearly are 
well-defined characteristics which are undesjrable in a profession that deals with 
human beings.and whose laboratory is the community. These characteristics can be 
detected in the individual by psychological methods. In this way unsuitable candidates 
can be eliminated. 

The Conference came out in favour of providing greater opportunities for nurses 
to add to their professional education. In the broad sense, education is of course a 
process continuing throughout professional life, but periods of intensive learning are 
often necessary if increased responsibilities are to be adequately met. As indicated 
by the remarks of participants from various countries, the demands made on the 
profession may make it very difficult for nurses to find time to follow advanced courses. 


TL’Evolution de l’Enseignement Infirmier 


Superieur en Europe* 


La Directrice de la Fondation Internationale Florence Nightingale, Mlle Ellen 
Broe, fut invitée d’assister comme observatrice 4 la Conférence sur l’enseignement 
infirmier supérieur, tenue 4 Peebles, Ecosse, sous l’égide de l’Organisation Mondiale 
de la Santé, du 12 au 26 juin, 1956. Au cours de cette réunion de quatorze jours, 
les moyens existants en Europe dans la domaine de la formation supérieure des 
infirmiéres furent revisés et considération fut donné a leur développement futur. 

Evoquant a la séance de cléture l’euvre accomplie, l’une des présidentes, Dame 
Elizabeth Cockayne, a déclaré: “La réussite d’une conférence internationale dépend 
de la bonne volonté de chacun. Au cours de cette réunion, ot nous représentions la 
culture, la langue et les systémes d’enseignement infirmier de 18 pays européens, cette 
attitude de tolérance et de compréhension mutuelle s’est manifestée pleinement et a 
été particuliérement fructueuse. Pour se rendre compte de l’importance que devront 
prendre ces concessions mutuelles, il n’est que de se rappeler le zéle avec lequel 
chacune de nous voudrait faire bénéficier au maximum les services infirmiers de son 
pays des résultats obtenus ... 

“ A présent nous avons toutes l’obligation de veiller 4 ce que chacun de nos pays 
tire largement profit de nos travaux. Aprés avoir été témoin de l’intérét que vous avez 
manifesté, je suis sire qu’il en sera ainsi et que nos travaux porteront des fruits que 
nos pays sauront recueillir.” 

Les questions suivantes sont parmi celles qui sont sorties des échanges de vue. 

L’amélioration des soins infirmiers dans l’intérét de la collectivité est l’objectif 
primordial a poursuivre pour développer l’enseignement infirmier. Cet enseignement, 
autrefois restreint 4 bien des égards, devrait aujourd’hui étre élargi et complété par 
un enseignement sur les principes de la santé publique, notamment par des cours 


d’éducation sanitaire et de psychologie, en mettant l’accent sur les rapports humains 
* Basé sur information pour la presse de l’Organisation Mondiale de la Santé. 
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dans Je travail d’équipe. I] a été reconnu que dans les divers pays, les besoins de 
lenseignement supérieur varient suivant le degré de développement des services 
médicaux et l’évolution sociale, et qu’il faut tenir compte du contenu de l’enseignement 
de base. 

Les participants n’ont pas été sans admettre que la spécialisation pouvait étre 
poussée trop loin (beaucoup de domaines spécialisés s’offrent a l’infirmiére), mais ont 
reconnu la nécessité d’inclure dans les programmes actuels d’enseignement supérieur 
des cours de pédagogie et d’administration et méme de santé publique, tant que cette 
derniére matiére ne sera pas plus fréquemment inscrite au programme des études 
de base. 

Il faut éviter de surcharger le programme d’études. L’enseignement de matiéres 
telles que la sociologie et la psychologie devrait se faire de fagon sélective, pour 
initier |’infirmiére aux parties de ces matiéres, qui ont un rapport immédiat avec 
Vexercise de sa profession. 

A maintes reprises pendant les discussions sur l’organisation des cours, les par- 
ticipants ont souligné l’intérét de rassembler des données de fait et de les interpréter 
correctement. Beaucoup étaient d’avis que la profession pourrait faire beaucoup 
plus dans ce sens qu’elle ne I’a fait jusqu’ici. Parmi les questions de fait auxquelles 
il serait éventuellement important de répondre avant d’organiser les cours, les points 
suivants ont été mentionnés: Quels sont les besoins en infirmiéres,—effectifs, 
catégories ? Dans quel domaine de la pratique le manque de formation supérieure se 
fait-il le plus sentir ? Quelles sont les possibilités de formation déja existantes dans 
les écoles d’infirmiéres et dans d’autres établissements d’enseignement ? Dans quelle 
mesure ces ressources sont-elles utilisées ? 

A bien des égards, les infirmiéres sont a |’avant-garde du progrés sanitaire. Pour 
citer ’un des participants: “ Les infirmiéres sont plus conscientes de importance des 
changements qui se produisent que les membres d’autres professions se rapportant a 
la santé. Mais il faut se garder de toute satisfaction. Les opérations 1956 se pour- 
suivent dans le méme cadre qu’en 1856.” 

Dans la formation des infirmiéres, par exemple, des progrés considérables 
pourraient étre réalisés si on remplagait des méthodes démodées et pour la plupart 
improvisées, par des techniques empruntées 4 la pédagogie moderne. Bien des pays 
ont déja beaucoup avancé dans ce sens, car il est évident qu’il faut s’efforcer le plus 
possible d’utiliser au mieux le personnel infirmier disponible. 

La sélection des candidates est un autre domaine dans lequel les connaissances 
modernes peuvent étre appliquées avec profit. Plusieurs membres ont fait ressortir 
qu’il n’existait pas de critére objectif permettant de définir l’infirmiére idéale; par 
contre, il y a des traits caractéristiques bien définis qui sont peu désirables dans une 
profession éminemment sociale et dont le domaine d’action s’étend a la collectivité 
toute entiére. I] existe des méthodes psychologiques permettant de déceler ces traits 
chez lindividu. Les candidates indésirables peuvent donc étre éliminées. 

L’infirmiére n’a pas toujours la possibilité du suivre les cours de l’enseignement 
supérieur, et la Conférence s’est prononcée en faveur de |’amélioration de cet état 
de choses. L’éducation, au sens large du terme, se prolonge pendant toute la vie 
professionnelle, mais des périodes d’études intensives sont souvent nécessaires si 
Pinfirmiére doit faire face 4 des responsabilités accrues. Selon les observations faites 
par des participants venus de divers pays, l’infirmiére n’a souvent pas le temps de 
suivre des cours supérieurs 4 cause des exigences de sa profession. 
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UNICEF Aid to Maternal and Child Welfare 


by courtesy of Mrs. Grace Holmes Barbey, UNICEF Liaison Officer with the Non-Governmental 
Organisations’ Committee on UNICEF. 


When UNICEF (United Nations Children’s Fund) was first set up in 1947 its 
resources were directed largely to relief of the sufferings of children in war-devastated 
Europe and, a little later, to mothers and children, refugees in the Palestine area. 
Through 1950 approximately three-fourths of the total aid was for such emergency 
relief, chiefly in the form of food and clothing, the balance for long-range projects. 

With recovery in Europe, UNICEF's operation shifted from emergency relief to 
what js the world’s first large scale international effort to combat long standing 
problems of maternal and child welfare. By far the greater part of UNICEF’s 
resources are being used to help governments make permanent improvements in the 
health and welfare of mothers and children, encouraging solutions of problems that 
have afflicted many generations. 

Perhaps the most significant feature of the trend in UNICEF aid for long-range 
programmes has been the emphasis on development of maternal and child welfare 
programmes, particularly in rural areas. In these areas, where 80 per cent of all 
children live in the countries now aided, the combined effect of ignorance, lack of 
medicine and unsanitary living conditions results in much preventable sickness. Few 
children have access to even elementary health services. Few mothers get competent 
help in child birth, or in caring for their children in the first crucial years. 

The critical need, and the ultimate aim of most UNICEF aid, is for permanent 
rural health and welfare services for these mothers and children. In spite of its high 
priority, this aid often must follow control of major diseases because basic rural 
services cannot succeed if immediately overwhelmed with caseloads of malaria, yaws 
or other endemic diseases. A successful disease control campaign furthermore often 
builds co-operation and interest in other services among a population who previously 
knew little of modern health practices. The basic services then can help consolidate 
the gains of mass disease control campaigns, and serve as focal points in developing 
health, nutrition and other community services in rural areas. 

The organization of basic maternal and child health and welfare services 
necessarily varies from country to country. In general, however, a sound plan of 
organization is based on a network of village centres technically supported and super- 
vised by a number of intermediate health centres which, in turn, are under the over-all 
direction of a district health centre and hospital. The district unit may serve from 
250,000 to 1,000,000 people. The intermediate health centres may cover sub-divisions 
of 40,000 to 50,000 people. And the village centres serve 5,000 to 10,000. 

UNICEF is interested particularly in services for mothers and children who have 
been beyond the reach of urban services. Most equipment and supplies therefore go 
to the village centres. Aid at the intermediate and higher level is largely for 
training of much needed child care personnel, and includes aid to assure adequate 
supervision of the subordinate village centres. 

At the village centre, work is almost entirely in preventive maternal and child 
health and welfare services. The professional level and the number of staff will vary 
and the extent of services provided will differ correspondingly. It includes pre-natal 
and post-natal check-ups, domiciliary delivery, distribution of diet supplements, 
direction of mothers’ clubs, health education and, under proper supervision, sick 
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baby clinics and immunization against childhood diseases. For a rural centre, having 
a nurse or midwife in attendance and supervised by a doctor, UNICEF provides 
simple basic technical equipment, including scales, instruments and utensils and 
specific modern drugs, powdered milk and fish liver oil capsules. Where such a centre 
is staffed only by a midwife, without benefit of regular visits from a doctor, the Fund 
provides some basic equipment and expendable supplies. Midwifery kits and bicycles 
are provided for local staff. 

For the intermediate health centres which, in a sound rural health plan, supervise 
the work of the village centres, UNICEF contributes only to the maternal and child 
health and welfare aspects of their more general health work. These centres are 
staffed by a physician with public health experience and look after five to ten village 
centres. They usually provide basic services to children and mothers in their 
immediate area and, further, handle difficult deliveries and treatment of sick children 
referred from the villages. In addition to aid for training, basic equipment, drugs and 
diet supplements are provided for maternal and child care for these health centres. To 
facilitate regular consultations and supervision of the village centre by the doctor, a 
vehicle is sometimes provided. 

For the district centre which is the headquarters of this entire health unit, 
UNICEF provides only a small amount of aid, apart from training equipment but 
certain technical equipment and vehicles for supervisory staff, and, where there is 
a district hospital, maternity and pediatric equipment can be provided. 

Aid to basic services for children and mothers has been approved for some seven 
countries. Supplies and equipment have reached, or are planned, for well over 10,000 
centres, mainly in rural areas and the majority of them in Asia and Latin America. 
Progress has been slower in the Eastern Mediterranean area, and in Africa aid to 
maternal and child welfare services has only begun to take shape. 


Because water supplies, waste disposal and related sanitation bear directly on the 


- health of children, particularly with respect to intestinal infections and parasitic 


diseases, UNICEF also provides aid to environmental sanitation projects where they 
are closely co-ordinated with over-all rural health efforts. In many countries, for 
example, the staff of the health centre will include a sanitarian, and the centre itself 
will carry on hygiene education. For such projects, well and latrine-digging equip- 
ment is provided, but such assistance comprises only a small fraction of UNICEF aid 
to maternal and child health services. 

The drastic shortage of child care workers is the major hurdle to quick expansion. 
A maternal and child health programme is only as good as its staff, and no amount of 
equipment can make up for their lack. There are relatively few doctors or fully 
trained nurses in the cities of underdeveloped countries, and virtually none in the 
villages where the need is greatest. Before sufficient personnel could be trained at the 
professional level to man rural health services, several more generations of children 
would be deprived of basic care. Instead, the ranks must be filled with trained 
auxiliaries who can be turned out fast enough to get the job done. 

The aim is to get as wide coverage as possible with simply trained personnel, 
provided strong and continuing technical support and supervision is assured in the 
over-all plan. Even on this basis the task is tremendous, the numbers needed vast. 

Assistance for training courses of a simple, practical nature for auxiliary 
personnel to work at the village level are given. Of particular importance are practical 
courses given to the traditional, untrained midwives who deliver almost all rural 
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babies. Basic training can make these women a help rather than a hazard to the 
mother and newborn infant. The village midwives can also often be won to co-operate 
with local health staffs in registering births, reporting illness and calling on better 
trained help in emergencies. As an incentive to this training, the Fund provides 
midwifery kits to serve as a diploma for those who complete the course. 

It also assists in the full-term training of nurses, nurse-midwives and public 
health nurses through provision of teaching aids and equipment for nursing schools 
and for hospitals which give training in their maternity and pediatric departments. 
In some countries UNICEF provides stipends for the trainees, who might otherwise 
not be able to take advantage of the courses. 

On a regional level, it has also aided in setting up a maternal and child health 
department for post-graduate training at the All India Institute of Health and Public 
Hygiene in Calcutta. Here medical officers and public health nurses from India and 
surrounding Asian countries may fit themselves for supervisory work in maternal and 
child care programmes. 

The International Children’s Centre in Paris was established by the French 
Government in 1950 with UNICEF assistance to study medical, social and psycho- 
logical problems pertaining to childhood and to give training in these fields. Short- 
term and refresher courses and seminars for public health officers, social workers, 
psychologists, doctors, nurses and others, bring students together from a wide range 
of countries. The ICC also maintains an extensive library-documentation service 
on all aspects of child health and welfare, and has an annual programme of technical 
publications. 

UNICEF's exclusive concern is to aid government programmes which are of 
benefit to children. WHO and FAO supply technical or expert personnel who may 
be required to operate the programmes until people within the country can be trained 
to take them over. 

This simple and clear cut division of responsibility makes the problem of 
co-ordination equally simple. No UNICEF programme is ever undertaken without 
close consultation with appropriate agencies and thorough study to determine whether 
it could be done by anyone else. UNICEF supplies and equipment are, in effect, the 
tools which the technical people must have to make their skills immediately useful. 

The active interest and support of non-governmental organizations, international 
and national, are increasingly valuable to UNICEF. Non-governmental organizations 
are helping to build popular awareness of it in many countries by publicizing and 
explaining its aims and the character of its operations. In some countries they have 
also vigorously co-operated in fund-raising campaigns to procure contributions for 
the Fund. 

Four sub-committees, namely Maternal and Child Health Centres, UNICEF 
National Committees, Utilization of Voluntary Resources and Nutrition, report to the 
plenary sessions of the NGO Committee on UNICEF and recommend action which 
member organizations may wish fo take in furthering the mutual objectives of UNICEF 
and non-governmental organizations. The sub-committee on Maternal and Child 
Health Centres has as its chairman Annabelle Petersen, who represents the International 
Council of Nurses at meetings to which Non-Governmental Organizations are admitted, 
at United Nations Headquarters. This sub-committee continues to study and 
consider ways in which UNICEF assistance to Maternal and Child Health programmes 
can be made even more effective. 
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NEWS FROM ICN HOUSE * 


ICN ComMMITTEES 

A number of International Council of Nurses’ Committees have met in recent 
months, both at ICN Headquarters and elsewhere. A note on the work of these 
Committees follows: — 

ICN Co-ordinating Committee 

A meeting was held at ICN Headquarters on April 13th, 14th and 15th and all 
members attended. 

It is the responsibility of this Committee to review papers already prepared at the 
request of the Nursing Service Committee, on Acceptable Standards of Nursing 
Service, and to decide which shall be made available for general use. On the 
recommendations of this Committee depend the future activities of the Nursing 
Service Committee, and their decisions will influence the Report from the Nursing 
Service Committee to the Board of Directors and Grand Council in 1957. 

The Co-ordinating Committee released for publication in the May issue of the 
International Nursing Review the paper on Occupational Health Nursing, prepared by 
the National Council of Nurses of Great Britain. Reprints of the paper may be 
obtained from ICN Headquarters. 

The paper on Neuro-Surgical Nursing prepared by the Swedish Nurses’ 
Association has been printed in Sweden and additional copies may be obtained from 
ICN Headquarters. Thanks to the generosity of the Swedish Nurses’ Association only 
a small charge to cover mailing costs is being made for the paper. 

Other papers which it is hoped will soon be made available and concerning which 
the Chairman of the Nursing Service Committee is now in correspondence with the 
National Nurses’ Associations concerned, are as follows: — 


Pediatric Nursing — prepared in New Zealand 
Tuberculosis Nursing — prepared in Denmark 
Tropical Diseases Nursing — prepared in India 

Mental Nursing — prepared in South Africa 
Mental Deficiency Nursing — prepared in Great Britain 
Public Health Nursing — prepared in U.S.A. 
Ophthalmic Nursing — prepared in Great Britain 


ICN Ethics of Nursing Committee 

When the Ethics of Nursing Committee reported to the ICN Board of Directors 
in September, 1955, a Bibliography on Nursing Ethics was attached to the 
Committee’s Report. The Bibliography has now been forwarded to every National 
Member Association with a request that it be brought up to date. The Committee 
has also circulated a questionnaire relating to the International Code of Nursing 
Ethics to ascertain its usefulness in various countries, whether any problems have 
arisen in connection with its adoption and whether, in the opinion of any country, it 
requires amendment. 
ICN Membership Committee 

This Committee met in Copenhagen, Denmark (by kind invitation of the Danish 
Council of Nurses) on April 19th, 20th and 21st. 

Applications for membership in the ICN had been received from a number of 
countries and documents submitted in support of these applications were carefully 


scrutinised and decisions taken as to appropriate recommendations to be made to 
* Originally circulated in the ICN Newsletter. 
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the ICN Grand Council. In addition, the Membership Committee were able to 
consider various problems which have arisen in connection with membership require- 
ments, and useful discussions took place as to the future work and responsibilities of 
the Committee. 

ICN Committee on Revision of Constitution and By-Laws 

During the week of the meetings of the ICN Membership Committee in Copen- 
hagen, members of the ICN Committee on Revision of Constitution and By-Laws were 
also able to meet and to discuss matters referred to the Committee by the Board of 
Directors. These members were Miss Pearl McIver (Chairman), Miss Margrethe 
Kruse, Mlle. Marie Bihet (who as President of the ICN is an ex-officio member of all 
Committees) and the Executive Secretary. 

Following this informal meeting with some of the Committee members, Miss 
Pearl Mclver was able to visit ICN Headquarters in London to have discussion with 
the Executive Secretary and the Director of FNIF. These discussions were of 
assistance in drafting the report which will contain some suggested revisions of the 
ICN Constitution and By-Laws, to be considered in Rome in 1957. A first draft has 


now been sent by the Chairman to the Members of the Committee and to the ICN 
Headquarters. 


ICN Education Committee 

This Committee has three topics for study assigned to it by the ICN Board of 
Directors. (1) Minimum essential equipment for class rooms and _ laboratories. 
(2) Audio-visual aids. (3) “Situation Approach.” A questionnaire requesting 
information on all of the above has been drafted and sent to all members of the 
Committee from whom the Chairman, Miss Ruth Sleeper, expects to receive replies 
by November Ist. 

Committee on Exchange of Privileges for Nurses 

In connection with the work of this Committee the following Resolution was 
adopted by the Board of Directors in 1955: 

Resolved: That the Memorandum on Exchange of Pete be printed and 

that the Board of Directors approve the amended Report Form and amended 

Health Report Form. 

In implementation of this Resolution, the pamphlet on Exchange of Privileges 
for Nurses prepared by the Committee, has now been printed and a copy has been 
circulated to the Headquarters of all National Member Associations. Extra copies 
(price sixpence each in sterling currency to cover printing costs) are available on 
request from ICN Headquarters. 

MentaL HEALTH PRoBLEMS IN GENERAL HosPITALs 

In implementation of the Resolution accepted by the ICN Board of Directors 
“that the ICN agree to participate, together with the World Federation for Mental 
Health and the International Hospital Federation, in a proposed Study of Mental 
Health Problems in General Hospitals” a meeting was held at ICN Headquarters on 
February Ist, 1956, which was attended by Dr. J. R. Rees, Dr. Kenneth Soddy and 
Miss E, M. Thornton of the World Federation for Mental Health, Capt. J. E. Stone 
of the International Hospital Federation, Miss Ellen Broe, Director of the FNIF, 
and the ICN Executive Secretary. A plan of procedure was discussed but no progress 
can at present be reported since funds for the study are not yet available. 

Worip HEALTH ORGANISATION 
ICN Official Relationship 


Every non-governmental organization which has been granted official relation- 
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ship with the World Health Organisation is subject to a biennial review to determine 
whether or not such relationship should be continued. In connection with this review 
(which fell due for the ICN in 1956) and at the invitation of the Director General 
of the WHO, material in the form of a Report and thirteen Annexes was forwarded 
to the WHO in September, 1955, approval of the contents having first been obtained 
from the ICN Honorary Officers. 

The Report was designed to cover the principal activities and recent developments 
of the ICN and contained information which was summarised under the following 
headings: Membership, Nursing Service, Ethics, Education, Economic Welfare, 
Exchange of Nurses, Co-operation with WHO. 

The WHO Executive Board, which met in January, 1956, received recommenda- 
tions from its Standing Committee on Non-Governmental Organisations and it is now 
reported with pleasure that in a letter dated March 5th, 1956, the Director General 
of the WHO wrote: — 

“It is with pleasure that I have to inform you that the Board, having examined 
the report of its Standing Committee on Non-Governmental Organisations on the 
organisations in official relations with WHO has approved the maintenance of official 
relations with the International Council of Nurses, on the basis of the criteria 
established by the World Health Assembly. 

“ T should like to express my very real satisfaction concerning this decision which 
confirms the usefulness of our relations in the past and ensures further development 
in the future.” 

In reply to the above the Executive Secretary wrote: — 

“ It is most gratifying to us to know that as a result of the biennial review under- 
taken during the Seventeenth Session of the Executive Board, the Board has approved 
the maintenance of official relations with the International Council of Nurses. 

““ We shall certainly endeavour to fulfil to the best of our ability our functions 


_ and commitments as a non-governmental organisation in relationship with the World 


Health Organisation.” 


In support of the above and of the ICN’s commitments to the World Health 
Organisation, members of the ICN are reminded of the following paragraphs which 
concluded the ICN Executive Secretary’s report to the Board of Directors in August, 
1955. “ Our relationship with WHO and therefore with the United Nations, presents 
the ICN with both a challenge and a responsibility. While enjoying the privileges 
which this relationship brings to us, we also have to remember our obligations, and 
. . . these must continue to form an all important part of any ICN developing 
programme.” 

The next meeting of the WHO Executive Board (to which the ICN, because of its 
official relationship will be entitled to send an observer) will open in Geneva on 
January 7th, 1957. 

Tenth World Health Assembly 

The Tenth World Health Assembly will open at the Palais des Nations on May 
7th, 1957, and the theme for the Technical Discussions to be held at that time is to 
be “The Role of the Hospital in the Public Health Programme.” A report on the 
Technical Discussions held in May, 1956, will be found on page 8. 

Regional Committees of WHO 

As in previous years the ICN has been invited by the Director General of the 

WHO to attend meetings of each of the six Regional Committees to be held in 
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September. These Committees will meet respectively in Angola, Guatemala, India, 
Switzerland, Iran and the Philippines. It is hoped that the ICN may be able 
to appoint representatives to attend all of these meetings and in this way to keep in 
close contact with the work of the WHO in each of its regions. 

VISITORS 


In the first two months of the year, ICN House was fortunate to receive guests 
from Australia (New South Wales, South Australia, Queensland, Victoria), Austria, 
British West Indies (Jamaica and Trinidad), Canada, Denmark, Finland, Gold Coast, 
Great Britain, Hong Kong, India, Ireland, Japan, New Zealand, Netherlands, Spain, 
South Africa, Switzerland and the United States of America. 

Among these were the President of the National Council of Nurses of Finland; 
the Chairman of the ICN Membership Committee; and a group of eight Matrons from 
South Africa, on an observation tour. 

In April two new countries were added to this impressive list—Burma and 
Portugal and in June, visitors were received from Peru and Yugoslavia. 


New Member OF StaFF AT ICN HEADQUARTERS 


The appointment to ICN Headquarters Staff, as Publications Officer, of Miss 
Frances Susan King-Hall from June is announced with pleasure. The position of 
Publications Officer is a new one, requiring initiative and foresight as its respon- 
bilities develop. 

Miss Kirg-Hall, who studied for three years at the University of Geneva and the 
Graduate Institute of International Studies has had extensive and varied experience 
in the field of journalism. She has the support and good wishes of all members of 
the ICN in her new post and will bring to Headquarters much help and stimulation 
in connection with the various ICN reports and publications, as well as a keen 
objective interest in the technical aspect of the Council’s work. 


ICN QuapRENNIAL Concress, 1961! 


The President of the Royal Australian Nursing Federation has sent the following 
invitation to ICN Headquarters. 

“On behalf of the Executive Council and Members of the Royal Australian 
Nursing Federation, I have much pleasure in extending an invitation to the Members 
of the International Council of Nurses to hold the Twelfth Quadrennial Congress in 
Australia in 1961. 

“Tt will be remembered that our invitation presented in Brazil in 1953 was not 
accepted but the Royal Australian Nursing Federation has not ceased to hope that 
favourable consideration will be given to our invitation on this occasion. 

“Such a Congress in Australia would be of immeasurable value to us and 
although by comparison with other countries we are regarded as being a ‘ young 
country ’ it is felt that we have much to contribute to the international aspect of the 
nursing profession, as well as receiving benefits therefrom. With this in mind, I can 
assure you that every effort would be made to ensure the outstanding success of the 
Congress and a very warm welcome awaits the representatives of member countries. 

“On our behalf will you please present this invitation from Australia to the 
President and Members of the International Council of Nurses.” 

A message of appreciation has been sent from ICN Headquarters. This—the 
first invitation so far received for the holding of the next Quadrennial Congress—will 
appear as an item on the Agenda of the ICN Grand Council in 1957. 
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Eleventh Quadrennial Congress of the ICN 


_ Detailed arrangements for the 11th Quadrennial Congress of the International Council of 
Nurses, which will be held in the EUR Rome, Italy from the 27th May to the lst June, 
1957, are now being 

Many thousands of nurses all over the world have expressed a desire to attend the Congress, 
but because of space restrictions in the EUR Hall, attendance at the Congress has had to be 
limited to 3,000 nurses. The allocation of the available space has been made on the basis of the 
membership of each National Nurses’ Association affiliated to the ICN. Intending participants to 
the Congress should therefore apply forthwith, if they have not already done so, to their National 
Nursing Association for Application Forms. These forms should be completed as soon as possible 
and returned to the National Nursing Association in time to be forwarded by that Association to 
ICN Headquarters, where all applications must have been received by January 15th, 1957. The 
completed form should be accompanied by a Registration Fee of £5 (five pounds sterling) or its 
equivalent. 

Arrangements for accommodation in Rome have already been made and those planning to 
attend the Congress should not make their own arrangements. During the period of the Congress 
sight seeing tours will be available and observation visits will be arranged to places of professional 
interest. Details of these will be sent with the application form for attendance at the Congress. 

All nurses attending the Congress will be entitled to be present at the meetings announced in 
the preliminary programme printed below. The proceedings will, however, be divided into two 
parts, the first three days will be devoted to meetings of the ICN Grand Council and at these 
meetings the President and four elected delegates from each National Nursing Association in 
full membership with the ICN will be entitled to speak and vote on the policy to be followed 
during the next four years. Following the meetings of the Grand Council, papers on the theme 
“ Responsibility ” will be read to the Congress and discussion will be open to everybody. At the 


final session the names of the honorary officers elected to serve until the 1961 Congress will be 
announced. 


_ It is hoped to print a detailed Congress Programme in the next issue of the International 
Nursing Review and in October, 1957, a special issue of the Review will be published containing 
the report of the Congress proceedings. Copies will only be sent to those subscribers whose sub- 
scription is paid up at that time readers are respectfully reminded to ensure that their sub- 
scription is forwarded in time. 


PRELIMINARY PROGRAMME 


+ Tuesday, May 28th, 1957 
Addr of Welcome. a.m. Meeting of the Grand Council. 
Address by the President of the Interna- p.m. Meeting of the Grand Council. 
Report for 1953-1987 by the tive 
Secretary of the Intemational Council of Wednesday, May 29th, 1957 


Nurses. 


a.m. Meeting of the Grand Council. 
p.m. meeting of the Grand Council p.m. Meeting of the Grand Council. 
the International Council of Nurses. Evening Introd of new ICN member countries. 


CONGRESS THEME—RESPONSIBILITY 


Thursday, May 30th, 1957 Saturday, June Ist, 1957 
Responsibility for the Selection of Nurses R ibility for Nursi Adesiolstration 


Papers on :— 
(a) Needs of the Profession. 


a.m. Principles of Administration, : 
b) Needs of the Community. The ss then divides into two groups % 
‘a ciples dministra Applied ; 
Friday, May 31st, 1957 pat to Nursing Education. ; 
for the Education of Nurses Principles of Administration Applied 
a.m. pete ot the Nurse in the Total Health eumetaae Service. 
e. sion. 
p.m. The Congress divides into two groups for . Address the President who 
Papers on :— will give *Watchword’ for the next 
(a) Besponaibliity for Basic Preparation four years. 
of Nurses. 


. Introduction of newly elected ICN 
(b) Responsibility for Post-Basic Prepara- Officers. 
tion of Nurses. 
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Der 11.—Vierjahrliche Kongress des Weltbundes 
der Krankenschwestern 


Fiir den 11.—vierjahrlichen Kongress des Weltbundes der Krankenschwestern, welcher vom 27. 
Mai bis zum 1. Juni 1957 in der EUR-Halle in Rom, Italien, stattfindet, werden bereits eingehende 
Vorbereitungen getroffen. 

Viele Tausende von Krankenschwestern aus aller Welt haben ihren Wunsch zur Teilnahme 
an diesem Kongress zum Ausdruck gebracht, aber auf Grund des beschrankten Raumes in der 
EUR-Halle musste die Teilnehmerzahl am Kongress auf 3000 Krankenschwestern begrenzt werden. 
Die Zuteilung der verfiigbaren Platze wurde je nach Mitgliedschaft der verschiedenen dem Welt- 
bund angegliederten Landesverbinde vorgenommen. Interessierte Kongressteilnehmer sollten sich 
daher, falls sie es noch nicht getan haben, unverziiglich bei ihren eigenen Landesverbanden um 
Anmeldeformulare bemiihen. Diese sind so bald wie moglich ausgefiillt an den entsprechenden 
Landesverband einzusenden, und zwar rechtzeitig zur Weiterleitung an die Zentrale des Welt- 
bundes, wo samtliche Bestellungen bis zum 15. Januar 1957 eingegangen sein miissen. Zusammen 
mit dem ausgefiillten Formular ist eine Eintragungsgebiihr von £5 (fiinf Pfund Sterling) oder 
ein entsprechender Betrag einzusenden. 

Vorkehrungen zur Beschaffung von Unterkunft in Rom sind bereits getroffen worden, und 
Kongressteilnehmer werden gebeten, von _o Bestellungen absehen zu wollen. Wahrend der 
Kongressdauer werden Besichtigungen von Sehenswiirdigkeiten sowie Besuche von Statten beruf- 
lichen Interesses organisiert. Einzelheiten hieritiber werden zusammen mit den Kongress-Anmelde- 
formularen iibersandt. 

Alle am Kongress teilnehmenden Krankenschwestern sind auch zur Teilnahme an den im 
untenstehenden provisorischen Programm angefiihrten Sitzungen berechtigt. Der Kongress wird 
jedoch in zwei Abschnitte aufgeteilt: die ersten 3 Tage werden Sitzungen des Aufsichtsrates des 
Weltbundes gewidmet, bei denen die Prasidentin und 4 erwahlte Abgeordnete aus jedem Landes- 
verband mit voller Mitgliedschaft des Weltbundes das Wort zu fiihren und zur Stimmabgabe fiir 
die innerhalb der niachsten 4 Jahre zu betreibenden Politik berechtigt sind. Anschliessend an die 
Sitzung des Aufsichtsrates werden Arbeiten iiber das Thema “ Verantwortung” dem Kongress zur 
Verlesung und allgemeinen Diskussion gebracht. Bei der Schlussitzung werden die Namen der 
fiir den Zeitraum bis zum 196len Kongress erwahlten Ehrenamtsfiihrenden mitgeteilt. Man hofft, 
in der nachsten Ausgabe der “ International Nursing Review ” ein ausfiihrliches Kongressprogramm 
veroffentlichen zu koénnen, und im Oktober 1957: wird eine Sonderausgabe der Zeitschrift mit dem 
Bericht und Protokol iiber den Kongress erscheinen. Exemplare dieser Ausgabe werden lediglich 
an Abonnenten geschickt, welche zur Zeit des Erscheinens ihren falligen Beitrag geleistet haben, 
und die Leserschaft wird héflichst daran erinnert, ihre Abonnementsgebiihren rechtzeitig zu iiber- 


weisen. 
VORLAUFIGES PROGRAMM 
Montag d. 27. Mai 1957 Dienstag d. 28. Mai 1957 
7 .: Sitzung des Aufsichtsrates 
vorm.: Eréffnungssitzung pew Sitzung des Aufsichtsrates 
Weltbundes der 
Bericht der Geschiftsfihrin des Welt- Mittwoch d. 29. Mai 1957 
Krankenschwestern iiber 
KONGRESSTHEMA - VERANTWORTUNG 
Donnerstag d. 30. Mai 1957 Sonnabend d. 1. Juni 1957 
Krankensch- 


Verantwortung fiir die Auswohl von 
western die 
vorm.: Arbeiten iiber: — vorm.: Grundsitze der Verwaltung 
(), Bediirfnisse des Krankenpflegebe- Der K teilt si 
es 
b) Bediirfnisse der Allgemeinheit 
Migemeine dieser Arbeiten 
Freitag d. 31. Mai 1957 
Verantwortung fiir die Ausbildung von Kranken- 
schwestern 
vorm.: Die Rolle der Krankenschwester im 


tern. 
(b) Grundsatze der Administration bet- 
reffs des Krankenpflegedi 
esamten Gesundheitsprogramm : i 
nachm.: Der Kongress teilt sich in zwei G ; 
auf, und zwar fiir Arbeiten auf 
Gebiete der 


7 
auf 
bet- 
hwes- 
(a) Verantwortung fiir die Ausbildung Einfihrung neugewihlter Amtsfiihren- 
von Krankenschwestern den des Weltbundes der Krankenschwes- 
) Verantwortung fiir die Fortbil- tern. Ansprache der neugewihiten 
von Krankenschwestern Prasidentin. 
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Onzieme Congres Quadrennial du 


Des préparatifs détaillés pour le lléme con uadrénnial du Conseil International des 
Infirmiéres, qui aura lieu dans la Grande Salle E a Rome, en Italie, du 27 mai au 1 juin 1957 
ont maintenant été faits. 


Des milliers d’infirmiéres du monde entier ont exprimé le desir d’assister au Congrés, mais 
a cause des places limitées de la Grande Salle EUR, nous avons été obligés | de limiter le nombre 
des infirmiéres présentes 4 3000. La distribution des places disponibles s’est effectuées sur la 
base de qualité de membre de chaque Association Nationale d’Infirmiéres qui se trouvent affiliées 
au CII. Tos participantes assistant au Congrés devraient cependant avoir recours de suite, si elles 
ne l’ont déja fait, 4 leur Association Nationale d’Infirmiéres pour obtenir les formulaires d’applica- 
tion. Les formulaires doivent étre remplis aussitot que possible et renvoyés a l’ Association Nationale 
d’Infirmiéres en temps afin que cette Association puisse le faire suivre au siége du CII ow toutes 
les applications doivent étre recues pour le 15 janvier 1957. Le formulaire rempli doit étre accom- 
pagné d’une cotisation d’enregistrement de 5 livres (5 livres sterling) ou son equivalent. 

Des dispositions pour le logement a a Rome ont déja été prises et celles qui projétent d’assister 
au Congrés ne doivent pas s’en occuper de leur coté. Au cours de la ainde du Congrés des 
excursions pour visiter la ville seront possibles, et des visites de reconnaissance seront organisées 


aux endroits d’interét professionnel. Les détails de ces visites seront envoyés avec les formulaires — 


d’application de présence au Congrés. 


Toutes les infirmiéres assistant au Congrés seront tenues d’étre présentes aux rencontres 
annoncées dans le programme préliminaire imprimé ci-dessous. 

Les travaux seront cependant divisés en deux parties, les trois premiers jours seront con- 
sacrés aux Meetings du Grand Conseil du CII et 4 ces Meetings la Présidente et quatre 
déléguées élues de chaque association Nationale d’Infirmiéres, membre actif du CII, seront tenues 
a parler et a voter sur la politique 4 a suivre durant les quatres années a venir. Suivant les’ Meetin 
du Grand Conseil, des exposés sur le théme “Responsabilité” seront lus au Congrés et la 
discussion en sera ouverte 4 chacun, A la Session finale les noms de membres honoraires élus 
pour étre en fonction jusqu-au Congrés de 1961 seront annoncés. 

Nous espéront imprimer un Programme détaillé dans le prochain numéro de la Revue Inter- 
nationale des Infirmiéres et en Octobre 1957 un numéro spécial de la Revue sera publié contenant 
le rapport des travaux du Congrés. Des copies en seront envoyées seulement aux abonnées dont 
la cotisation est payée 4 cette époque et nous rappelons amicalement a nos lecteurs de s’assurer 
que leurs souscriptions soient envoyées en temps. 


PROGRAMME PRELIMINAIRE 


Lundi, 27 mai 1957 Mardi, 28 mai 1957 
de la Session. i 


de 1953 & 1987 par Madame la 
rt e 
du Inter- Mercredi, 29 mai 1957 
pres-midi du Grand apré — Conseil: 
verture du lu 8 eeting du Grand 
. Conseil de l’Association Internationale soir Introduction des nouveaux pays membres 


des Infirmiéres. de PICN. 


THEME DU CONGRES—RESPONSABILITE 
Samedi, 1 juin 1957 
matin Responsabilité dans !’Administration des 
la communau' 
aprés-midi générale sur ces exposés. slot en deux ‘groupe hen -y pour Pd 
r: 
Vendredi, 31 mai 1957 (a) (a) Princip £ appliqués 
Responsa' pour "Education Infirmiéres jucation es 
matin Réle de l’infirmiéres dans le programme 
ab troduction des membres du CII 


esponsabilité i préparation de nouvellement élus. Discours de Ia 
supérieur. Présidente nouvellement élue. 
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At the Seventh Quadrennial Congress of the International Council of Nurses, Miss EFFIE 
TAYLOR (then President of the ICN) presents a citation to Miss LAVINIA LLOYD DOCK. 
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LAVINIA LLOYD DOCK 


IN MEMORIAM 


Spend your brief moment according to nature’s law and serenely greet the 
journey’s end as an olive falls when it is ripe, blessing the branch that bore it 
and giving thanks to the tree that gave it life. Marcus Aurelius 


Lavinia Lloyd Dock lived a full and useful life, attaining almost the century mark. 
She, like a ripe and beautiful fruit, came serenely to her journey’s end in the 
Chambersburg Hospital, April 17th, 1956. 

A native of Pennsylvania, born in 1858, Miss Dock’s fame has spread to many 
lands. Today she lives in history and tomorrow, likewise, she will be remembered for 
the broad influence she has wielded on nursing through her inspirational leadership, 
writings and teaching. Her colleagues and students are richer for the spirit which, in 
1884, led her into the profession in the Bellevue Hospital School of Nursing. 

Lavinia Dock was one of a small group of valiant, rarely endowed women who 
have influenced nursing throughout the past three-quarters of a century. She was a 
classmate of Isabel Hampton, whose associate she became in the newly established 
School of Nursing in Johns Hopkins Hospital, and its first instructor. These 
exceptionally fine women were kindred spirits, and together gave impetus and meaning 
to the development of new standards in nursing education. Miss Dock already had 
written a book on Materia Medica for Nurses which had become the standard text 
book for schools of nursing throughout the country. 

After leaving the school in Johns Hopkins, Miss Dock entered other fields of 
nursing upon which she also left the imprint of her unusual personality. During the 
period when she was writing the four-volume History of Nursing with Miss Adelaide 
Nutting, she was a frequent visitor at the School of Nursing in Johns Hopkins Hospital 
and often met the senior students in their class on the History of Nursing. My first 
contact with Miss Dock as a teacher was in 1906. She was most inspirational, and the 
students looked forward to meeting her with the keenest pleasure. She had a brilliant 
and resourceful mind—a unique sense of humour. Her delightful, quaint personality 
won the affectionate respect of all who were privileged to participate in her classes. 

Lavinia Dock had broadly diversified talents, and she was called upon to share 
them in many pioneering adventures, chief among them the organization of the 
International Council of Nurses, conceived in London by Mrs. Bedford Fenwick in 
1899. Miss Dock was one of the most influential leaders in organizing its objectives 
and policies. As a member of the provisional committee, she participated in drafting 
its constitution and by-laws. In fact, it is not improbable that her creative genius 
was called upon in its actual writing, particularly the Preamble. When the organi- 
zation was in embryo, Miss Dock was convinced that nursing must be organized upon 
sound educational policies, and these should be directed by nurses. She had a 
marvellous gift for expression in writing, with vision far in advance of the times. She 
dared to express her views, although they might differ from her associates. She was 
tolerant of the opinions of others and firmly believed in freedom of speech and action. 
It is conceivable that, in her modesty, credit which rightly belonged to her was often 
accorded to others. 

During the twenty-four years that Miss Dock was Honorary Secretary of the 
International Council of Nurses, she frequently crossed the ocean at her own expense 
for attendance at meetings, accompanied by a steamer-trunk which housed the reports, 


66 INTERNATIONAL Nursinc REVIEW 


minutes and documents required for the Board and Council meetings. She remained 
at times in London at the office of the British Council of Nurses, from which she 
prepared reports and minutes following the Council’s activities. 

Miss Dock had an unusual faculty for expressing commonplace prose in 
picturesque style. When accepting the office of Honorary Secretary, and when con- 
gratulating Mrs. Bedford Fenwick as President, she wrote: 

“Tam indeed much gratified that you should think me capable of doing the secretary work 
of the ICN. I hope that you will not be disappointed. Are you president? . . . I hope so, 
for I am confident that you are one of the few who are able and willing to undertake rolling 


such a mountain uphill. I sincerely hope that our labours may not be fruitless, and that 
nurses over the world will draw together.” 


In this letter Miss Dock’s inherent modesty, her generosity to one of her colleagues, 
and her ideals for the objectives of the organization are demonstrated. 

When Miss Dock was referred to as an internationalist, she responded: “I am 
an internationalist, not only in nursing but in politics and social revolution.” A vivid 
impression of her trend in thought on social relations may be gathered from some of 
her informal, unpublished reflections on education for nurses and laity: 

“T have been called a free lance, and in fact I had a desire for change wherever I went, until 
I finally reached the Henry Street Settlement . . . I had already learned of evolution as a 
force of nature. Next I learned to see the process of evolution in human society and this the 
more plainly as I read, or was told, or saw the downtrodden and miserable existence of the 
world’s workers. This gave me the revolutionary colouring that is now a definite part of me.” 

It is evident that Miss Dock had strong convictions, and it is not surprising that 
she became an ardent suffragist. She believed that women, if they had the opportunity, 
could be a great power in bringing peace and harmony to the world, and she coveted 
for them the freedom enjoyed by men to wield an influence on government and 
politics. During the middle part of her career she gave her time almost entirely to 
work for Women’s Rights. Miss Dock once said there were two things she had done 
with which she was wholly satisfied and these were—“ writing the History of Nursing 
with Adelaide Nutting and going to jail with the Woman’s party.” 

Lavinia L. Dock and Annie W. Goodrich were honoured guests at the 1947 
Congress of the International Council of Nurses in Atlantic City. They were each 
presented with a jewelled insignia pin and scroll inscribing the contribution each had 
made to the organization and to nursing. Miss Dock, who was extremely deaf, came 
forward on the platform and stood beside the President that she might read from the 
scroll in her hand. So modest and loyal was she, but fearful that the citation might 
give a false impression of her contribution, she took exception to the words of praise 
and appreciation accorded to her and, not realizing that she was standing before the 
microphone, she said aloud, “ This cannot be I. It is not true.” Her words were 
carried to the vast audience amidst a burst of applause, revealing the love for her 
within the hearts of the nurses of the world. Those present will never forget the frail, 
lovely creature who stood before them, so unmindful of self, as she asserted her 
unworthiness to accept such praise. EFFIE J. TAYLOR 


OCCUPATIONAL HEALTH NURSING 


In connection with the above article, published in the May 1956 issue of the 
International Nursing Review, we have been asked to state that: — 

1. The position of Industrial Organiser and Consultant at the Royal College of 
Nursing, England, is now known as Secretary, Occupational Health Section. 

2. Where the words “ this year ” appear they refer to 1953. 
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INTERNATIONAL CALENDAR 


NoveEMBER 12TH To 24TH 1956 Florence Nightingale International Foundation 


May 7TH ET SEQ 1957 


May 27TH To June Ist 1957 


Jury lst to 617H‘1957 


JuLy 20TH To 26TH 1957 


Jury 20TH To 26TH 1958 


International Conference on the Planning of Nursing Studies at 
Centre International d’Etudes Pedagoques Sévres, France. Language: 
English. 

This Conference will be the first of its kind to be held for nurses. 
The purpose is to introduce nurses to methods of research by actually 
going through the steps involved in making a study. Miss Margaret 
Arnstein, Chief of the Division of Nursing Resources, United States 
Public Health Service, will be the Conference Leader, and experts 
from the field of public health, sociology and statistics, will act as 
consultants to the Conference. The countries in membership with the 
ICN have shown great interest in this new venture, and at the time 
of going to press, approximately 32 nurses from 22 countries are 
planning to participate. 


Tenth World Health Assembly and Technical Discussions 
“The Role of the Hospital in the Public Health Programme.” 


International Council of Nurses 


The Eleventh Quadrennial Congress will be held in the EUR Hall, 
Rome, Italy. The first three days of the Congress will be taken up 
with meetings of the Grand Council of the ICN and these will be 
followed by a series of papers on the theme “ Responsibility.” Further 
details of the Congress are published on pages 62-64 and copies 
of the Preliminary Programme may be obtained from the Executive 
Secretary, International Council of Nurses, 1 Dean Trench Street, 
Westminster, London, S.W.1. 

The Congress languages will be English, French and Italian. 


International Congress on Occupational Health 

Twelfth International Congress on Occupational Health, Helsinki, 
Finland. One special session of the Congress is to be devoted to 
industrial nursing. The ICN will be represented. Enquiries: Mr. 
Pertti Sumari, General Secretary, International Congress on Occupa- 
tional Health, Tyoterveyslaitos, Hertmaninkatu 1. Helsinki-Tééls, 
Finland. 


International Society for the Welfare of Cripples 

Seventh World Congress in London from July 22nd to 26th, 1957. 
The programme is to be developed around the theme “ Planning for 
Victory over Disablement: The Advance, Integration, and Applica- 
tion of Knowledge.” It is hoped that nurses, together with other 
members of the rehabilitation team, such as doctors, physiotherapists, 
occupational therapists, social workers, and others who are concerned 
with the problems of the disabled will participate at this important 
Congress. Enquiries from intending participants should be made to 
the Secretary, Seventh World Congress, ISWC, 34 Eccleston Square, 
London, S.W.1. 


World Child Welfare Congress 
Brussels 
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ROUND THE WORLD 


AUSTRALIA 

Miss L. Mavis Avery, General Secretary of the Royal Australian Nursing 
Federation has been awarded a World Health Organization Fellowship for observation 
of nursing organization and nursing education in Canada, the United States of 
America and Europe. The Assistant Secretary, Miss J. V. Kitchener, is the Acting 
Secretary in Miss Avery’s absence. 

Brazit 

The address of the Brazilian Nurses’ Association is now Avenue Franklin 
Roosevelt 39—Apto, 1303 Rio de Janeiro. 

CANADA 

On May 11th, by invitation of the Executive Committee of the Registered Nurses 
Association of Ontario, the Executive Secretary of the International Council of Nurses 
(ICN) laid the corner stone of a building in Price Street, Toronto, which is to be the 
future Headquarters of the RNAO. 

Nurses of Ontario are to be congratulated on the achievement of a long worked for 
objective—to provide a Headquarters for their Provincial Association, which will be 
both adequate and dignified and worthy of the best traditions of the profession. 
CEYLON 

Earlier this year the first issue of “The Journal of the Ceylon Nurses Association” 
made a welcome appearance. 

Once again, the World Medical Association has invited the ICN to be represented 
at its Tenth General Assembly, to be held in Havanna, Cuba, from October 9th to 15th, 
1956. The National Nurses’ Association of Cuba, have been requested to appoint one 
of its members to represent the ICN on this occasion. 

DENMARK 

~ Seventeen nurses from various countries attended, as full members, the Eighth 
International Congress of Pediatrics in Copenhagen from July 22nd to 27th, 1956. 
Twenty-one nurses also joined a Study Course arranged by the Danish Council of 
Nurses to follow the Congress from July 28th to August 3rd. The following countries 
were represented at these meetings: —Australia, Belgium, France, Germany, Great 
Britain, Ireland, Netherlands, New Zealand, Switzerland, as well as representatives 
from all the Scandinavian countries. 

FRANCE 

“The Nurse in Her Role of Teacher” is a subject which incorporates Article 1 
of the International Code of Nursing Ethics. As such, it was especially selected for a 
conference held at Sévres in March, 1956. Mademoiselle Bihet, the President of the 
ICN, was among the speakers and chose as her subject “ The International Council of 
Nurses and Certain of its Educational Responsibilities.” 

GERMANY 

Two important meetings were held in Germany in August, 1956, at both of which 
the ICN was represented by Miss Alice C. Sher, Assistant Executive Secretary. These 
meetings were: — 

(1) The Eighth International Conference of Social Work held in Munich from 
August 5th to 10th, the theme being “ Industrialisation and Social Work.” 
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(2) The Ninth Annual Meeting of the World Federation for Mental Health on 
“ Mental Health in Home and School ” held in Berlin from August 12th to 17th. 


I 
Mademoiselle Jeanty has now resigned as President of the Association Nationale 
des Infirmiéres Haitiennes, and has been succeeded by Miss Lucie D. Francois. The 
Secretary of the Association is Mrs. Marcel Carducci and the address for correspon- 
dence is Centre de Sante de la Cathedrale, Port-au-Prince, Haiti. 


IRELAND 

Miss M. Kelly has now replaced Miss Quain as Honorary Secretary of the 
National Council of Nurses of Ireland. Miss Kelly’s address is as follows: —Miss M. 
Kelly, Matron, Coombe Hospital, Dublin, Eire. 


ISRAEL 

At the ICN Grand Council meeting held in Brazil in 1953, the Board of Directors 
at its meeting planned for Istanbul in 1955, was empowered to elect the Israel Nurses’ 
Association into membership with the ICN, subject to the clarification of certain 
sections of their constitution, Following the Board Meeting in Istanbul, and in 
accordance with the decision taken at that time, it is announced with pleasure that the 
Israel Nurses’ Association is now a full member association of the ICN. Their 
President, in the absence of Mrs. Yoffan in U.S.A., is Mrs. Bella Schwartz-Mitelman, 
and the address to which correspondence should be directed is as follows: —The 
Histadrut, 93, Arlosoroff Str., Tel-Aviv, Israel. 


JAMAICA 

The Report of the Ninth Annual General Meeting of the Jamaica General Trained 
Nurses Association mentions that members of the Association have continued to make 
use of the wonderful opportunities offered by the International Council of Nurses’ 
Exchange Privileges, to obtain experience abroad in some field of work in which they 
are interested. A list shows twenty nurses, either studying or observing overseas, 
under the Exchange of Privileges Programme and the countries and institutions where 
they are located is also given, together with appreciative comments from many of the 
nurses who have benefited from the privileges providea. 

The Association is making a big effort to raise funds to build and establish a 
Headquarters House. 

As a memorial to Dr. Hyacinth Lightbourne, the Jamaica General Trained Nurses’ 
Association are endeavouring to raise funds for a Visiting Nurse Service with a view 
to easing the overcrowding in the Hospitals, and providing the community with a better 
and more complete health service. Until they are able to do so, they have moved to 
the following address: c/o The Child Welfare Association, West Race Course, 
Kingston. 


JorpAN 

During a visit to Beirut in April, the Executive Secretary of the ICN attended a 
special meeting of Jordan nurses, who were attending the Sixth Middle East Medical 
Assembly, in order to discuss the affairs of the Jordan Nurses’ Association, which has 
recently been formed. The Executive Secretary agreed to recommend to the ICN’s 
Board of Directors that a National Associate Representative from Jordan be appointed 
and to give all possible help from ICN Headquarters in the development of the 
Association. 
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LEBANON 


The Executive Secretary of the ICN was privileged to give an address on “ Some 
International Aspects of Nursing” at the Sixth Middle East Medical Assembly, 
sponsored by the American University of Beirut, held in Beirut, Lebanon, from April 
7th to 9th, 1956. There was an attendance of approximately five hundred doctors from 
surrounding countries. 

The outstanding event for the nursing profession was a Section of Nursing, 
which was concurrently arranged with the Medical Assembly. The attendance of 200 
nurses gave ample evidence of the interest and enthusiasm of the nursing profession 
in the Middle East countries for the advancement of their profession and for help in 
achieving this. 

The Medical Assembly was the first conference of its kind for nurses in the area 
and the following are the countries from the which the participants came: —Cyprus, 
Egypt, Iran, Iraq, Jordan, Kuwait, Lebanon and Syria. Nurses, studying in Lebanon, 
from Ethiopia, Pakistan and Saudi Arabia and nurses from a number of other 
countries, visiting or working in the area, were also able to attend. 

The programme included demonstrations by the nursing staff of the American 
University, Beirut, on new nursing techniques, papers on patterns of nursing education 
in the Middle East were given by representatives from Egypt, Jordan, Lebanon, Saudi 
Arabia and Syria, and these papers were followed by an animated discussion. At a 
special session devoted to “ Meeting Nursing Needs in Lebanon,” a challenging paper 
was presented by Miss Hilda Hakim, Director of the Public Health Courses of the 
American University of Beirut. 


New ZEALAND 


Mrs. Marjorie Chambers, Lady Superintendent of Christchurch Hospital, New 
Zealand, was elected as President of the Association at the 33rd Dominion Conference 
of the New Zealand Registered Nurses’ Association. She is much welcomed as a 
member of the ICN Board of Directors, although Miss Iris Martin, who has just 
relinquished the Presidency, will be much missed. 

The 33rd Dominion Conference gave evidence of great activity on the part of 
the Association and among many reports presented were those from the Dominion 
Executive, the Economic Welfare Committee, the Headquarters Committee, the 
Nursing Service Committee, as well as from the Association’s Representatives on the 
New Zealand Council of Organizations for Relief Services Overseas (CORSO), from 
the National Council of Women of New Zealand and the New Zealand branch of the 
Pacific and South-East Asia Women’s Association. 

Among other interesting reports, was one from the National Florence Nightingale 
Committee, which has now become amalgamated with the Nursing Education 
Committee of the Association and has three main functions: — 

(1) To study, analyse and report on matters pertaining to basic and post-basic 
education of nurses. 

(2) To recommend the awarding of bursaries to enable New Zealand nurses to 
study either in New Zealand or overseas. 

(3) To undertake the assignments previously carried out by the Nursing 
Education Committee. 

The Committee has set itself, as a project for the coming year, a study of 
In-Service Education in Hospital. 
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NoRTHERN RHODESIA 


The Annual Report of the Northern Rhodesia Nurses Association shows growth 
and progress. The Secretary reports, however, that “ When one is given a Mine 
number and duties become shifts with extra pay for afternoon or night shifts, the 
nursing department is apt to be looked upon as just another department in the 
Company. We must never forget that ours is a profession and that we hold certain 
standards above those of ordinary workers. Membership of our National Association 
will help us to maintain these standards, and to remind us that it is up to us to keep 
our profession on the high plain demanded of us, and which it is our privilege to 
honour.” 

The Trustees of the Northern Rhodesia Nurses Association have now been 
registered as a Corporate Body and the Certificate of Incorporation duly registered in 
the deeds of Registry. 

PAKISTAN 


The Headquarters of the Trained Nurses’ Association of Pakistan has now 
removed from Lahore to Karachi, and the address is 20-D Garden Road, Karachi, 
Pakistan. Mrs. Shah has been re-elected President and Miss Ram Nath has been 
replaced as Secretary by Mrs. Imitiaz Kamal. 


PHILIPPINES 


Mrs. Rosaria Ordiz has now replaced Miss Annie Sand as President of the 
Filipino Nurses’ Association. Miss Javalera has resigned the Secretaryship and the 
Secretary of the Filipino Nurses’ Association is now Mrs. Paula Llanes. The address 
of the headquarters remains as before: Filipino Nurses’ Association, 1663 Kansas 
Avenue, Manila. 

SWEDEN 


Miss Astrid Staaff, formerly the Executive Secretary of the Swedish Nurses’ 
Association, has been appointed Secretary to the Svenska Landstingforbundet 
(Swedish Parliamentary Association). Among her responsibilities are planning the 
preparation of auxiliary personnel for nursing and hospital organizations. 
SWITZERLAND 


The Swiss Association of Graduate Nurses has obtained new accommodation for 
its headquarters. The address is as follows: Schweizericher Verband Diplomierter 
Krankenschwestern und Krankenpfleger, Kreuzstrasse 72 (Kreuzplatz), Ziirich 8. 
Unitep STATES OF AMERICA 

By invitation of the Board of Directors of the American Nurses’ Association, the 
Executive Secretary of the ICN attended the 40th Biennial Convention of the American 
Nurses’ Association held in Chicago from May 13th to 19th, 1956. 

Over 11,000 American Nurses registered for the Convention and this number 
included 1,192 official delegates from State Nurses’ Associations. Nurses from 27 
other countries, either studying or working in the U.S.A., were able to attend some of 
the sessions and to participate in social events. Concurrently with the American 
Nurses’ Association Convention, the National Student Nurses’ Association held its own 
Annual Convention for which over 3,000 students registered. 

At a Keynote Programme Meeting on the opening day of the Convention, an 
inspiring address was given by Dr. Margaret Mead, Ph.D., who chose as her topic 
“ Nursing, Primitive and Civilised.” 
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During the week, reports were presented by the Officers and Committees, Subjects 
presented and discussed in General Session during the Convention covered a wide 
range and included Non-Professional Workers in Nursing, Disaster Nursing, Building 
Emotional Health, In-Service Education, Physician—Nurse Patient Relationships in 
Psychiatry, and Research into Various Aspects of Nursing Service (presented by a 
panel of Research Project Directors, all of whom have been engaged on specific 
Studies). 

At an International Programme Meeting attended by many overseas nurses, an 
address was given by the ICN Executive Secretary, who also gave a greeting at the 
Opening Session of the Student Nurses’ Convention from the Honorary Officers and 
Headquarters Staff of the ICN. 

During the Convention, the President announced that the sum of $1,000 had been 
contributed by the American Nurses’ Association towards new furnishings at ICN 
House. This announcement led to other gifts being presented to the Executive 
Secretary for the same purpose from various State Nurses’ Associations as well as 
from a Nursing School Faculty and from individual nurses. These generous gifts are 
deeply appreciated and will help towards the efficiency and adornment of the new 
Headquarters. 

Members of the Board of Directors of the ICN will be glad to learn that Miss 
Agnes Ohlson has been re-elected as President of the American Nurses’ Association for 
the next two years. 

The Executive Secretary attended a meeting of the Committee on International 
Affairs of the American Nurses’ Association in Chicago. 

The Agenda included a number of items, i.e., the presentation of a report from the 
staff of the International Unit of the American Nurses’ Association which led to 
considerable discussion; U.S.A. State Department Exchange Visitors Programme and 
an analysis of 1955 activities under the ICN Exchange of Privileges Scheme. The 
Executive Secretary was given an opportunity to present a resumé of ICN activities 


’ which it is hoped will lead to an even closer co-operation with the International Unit 


of the American Nurses’ Association. 

One of the items on the Agenda was concerned with Public Relations and Inter- 
national Nursing, and a discussion took place as to ways of interpretation of the 
American Nurses’ Association International Programme to members of the American 
Nurses’ Association as well as to the National League for Nursing and the Student 
Nurses’ Association. 

The Executive Secretary of the ICN also visited Minneapolis and Detroit and in 
the latter city, she gave the address at a Florence Nightingale Memorial Service 
arranged by the Detroit Group of the Student Nurses’ Association. At an 
“ International Breakfast ” arranged (and cooked!) by Miss Germain and held in her 
apartment, the Executive Secretary had a delightful informal meeting with nurses 
from Australia, Canada, Denmark, Iran, Jamaica and Sweden, all of whom are 
temporarily employed at the Hospital under the ICN Exchange of Privileges Scheme. . 

In New York, the Executive Secretary spent one day at United Nations Head- 
quarters, where she met Mr, Charles Hogan of the Non-Governmental Organization’s 
Section of the Economic and Social Council; Mrs. Grace Barbey, Liaison Officer 
between Non-Governmental Organizations and United Nations International Children’s 
Emergency Fund, and other Officers. The last day in the U.S.A. was spent at New 
Haven with Miss Effie Taylor, President of the ICN from 1937 to 1947 and afterwards 


/ 
: 
3 


OcToBEer 1956 73 


representative for ICN at United Nations Headquarters. 

At the Second Congress of the World Confederation for Physical Therapy, held 
in New York from June 17th to 23rd, 1956, the ICN was represented by Miss Katherine 
Lembright. 


HEALTH ORGANISATION 
Regional Office 
’ The Regional Office for Africa is to be permanently established in Brazzaville. 
It already has a staff of ninety people and its work, under the direction of Dr. Cam- 
bournac, extends to thirty countries south of the Sahara. 
Malaria in the Mediterranean 

At a malaria conference held in Athens, it was noted that since the end of the 
war, cases of malaria per year in Southern Europe have decreased (due to D.D.T. 
spreading) from four millon to ten thousand. In the Eastern Mediterranean countries 
in the same period cases have been reduced from forty millions to fourteen millions. 
Nurses can do much in these areas by teaching the people of the countries to co- 
operate with the WHO authorities in helping to eradicate this disease, which takes 
such a toll of life and strength. 

Preventive Medicine in Yugoslavia 

A Conference on Post Graduate Training In Hygiene, Preventive Medicine and 
Social Medicine was held in Zagreb, Yugoslavia from July 2nd to 7th, 1956 by the 
World Health Organisation. The aim of the Conference was to make proposals on 
how WHO could best develop its work of assisting governments in the field of post 
graduate public health training. Participants were administrators and educators in 
Public Health from 19 European countries. 

Nurses have a wealth of knowledge and experience to contribute from the public 
health field on this important subject but none were included as participants in this 
particular conference. The ICN awaits the report with special interest, as will all 
nurses who are in positions of responsibility as administrators and teachers of public 
health nursing. 

Basic Nursing Curriculum 

A limited number of copies of the Report of the Study Group on Basic Nursing 
Curriculum in Europe (held in Brussels in November, 1955) are available on request 
from the Regional Office for Europe of the WHO at the Palais des Nations, Geneva, 
Switzerland. 


FABER BOOKS 


Mathematics for Nurses: A Course for Pre-nursi ing Students 


ROTHY B 
Arithmetic is not always an attractive sub to the student in the pre-nursing school, but 
here is a the examples are related to nursing and hospital 
work. Is edition 1956. 8/6 


pt 
ture baby and child, and there are specal dite and, diets for 
lst edition 1956. Wan planer. 10/6 


M. M. LEACH, S.R.N., R.S.C.N. 

Children in Hospital With a foreword by Victoria Smallpeice, M.D., F.R.C.P. 
The author, a ward sister, the special necessary in the nursing of sick 
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BOOK REVIEWS 
Analgesia for Midwives 


by 
HILDA ROBERTS, M.R.CS., F.F.A.R.C.S., D.A., D.C.H. 
(Published by E. & S. Livingstone Ltd. at 10/6. 68 pp.) 


This is a handy and useful book for midwives, written in a readable style. Miss 
Roberts, of course, approaches the subject as a doctor, but has obviously a deep 
insight into midwifery practice from the point of view of the midwife. 

The author stresses the importance of maintaining the normal process of labour, 
whilst alleviating the pain without ill effect on the baby. This aim is world-wide, but 
each country has its different interpretation of the need for, and the use of, analgesia 
in labour. Broadly speaking, Western countries seem to overstress the relief of pain, 
whilst in Eastern countries the more natural approach of the patients to labour renders 
analgesia unacceptable and often unnecessary. 

In the chapter on antenatal preparation for labour, the four causes of unsatis- 
factory emotional response to labour are set out as ignorance, fear, tension and pain. 
These are shown to be interdependent, and the chain can only be broken by 
knowledge. Miss Roberts gives a brief, but useful outline of the antenatal instruction 
that might be given in the physiological processes involved in childbearing, and 
discusses the teaching of relaxation, breathing and pelvic rocking exercises. 

The difference between analgesia, anesthesia, and amnesia js well explained. 
Non-inhalational analgesic drugs are particularly well described. Dosages are tabulated, 
and the drugs that a midwife may give on her own responsibility are described as 
regards derivation, effect on labour and the baby, the timing of administration, and 
the use of various drugs in combination. 

The section on inhalational analgesia is clear as far as the text is concerned, 


- but the diagrams are small, and though numbered, have no key beside the diagram, 


and the reader must refer back to the text. This is confusing. The difficulties in 
the use of these analgesics, the finer points of administration of them, and the reactions 
of the patients to them, are well explained. The section on trilene is useful and 
timely, and explains this analgesic better than most text books have done to date. 

The section on the resuscitation of the newborn is both exciting and illuminating. 
The new classification of asphyxia neonatorum into three stages of depression, 
flaccidity and spasticity is described. This certainly seems a more logical method of 
classification than the older ones and it is to be hoped it will soon be widely accepted. 

There is finally a chapter on spinal analgesia, with a good description of the 
preparation, and instruments required for its use. 

This book will prove very useful for overseas students who come to Britain to 
learn and practise midwifery, many of whom come from countries where analgesic 
drugs are not used. To our British colleagues it will serve equally well as an intro- 
duction to pupil midwives, or as a reference book for experienced midwives. 

The book is admirably produced. The paper is good, and the print clear 
and of reasonable size. There are many diagrams, some of them in colour, and 
after almost every chapter there are excellent suggestions for further reading. 


SUCHINTA NORRATTEJANANDA. 
A member of the Thailand Nurses Association. 
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Selected Bibliography 
of United Nations and Specialised Agencies’ Publications and Reports 
on the Health and Welfare of Women and Children throughout the 
World 


Family and Child Welfare: Exension of Measures Relating to Maternity, Infant and Child Care 
(E/CN.5/257). 
A study dealing with specific measures for the welfare of mothers, children and young 
persons; general services needed to foster extension of specific measures; practical obstacles 
to extension measures. 
Children Deprived of a Normal Home Life. New York, 1952, United Nations Sales No, 1952.IV.3 
(E/CN.5/271). 
A study of the general causes of deprivation of normal home life, the effects on the child, 
preventive measures and methods of care. 
Study on Children Deprived of a Normal Home Life. Country monographs (E/CN.5/271/Add.1 
and Corr.1). 
Countries covered: Canada, Costa Rica, Czechoslovakia, Ecuador, Egypt, France, Greece, 
India, Netherlands, New Zealand, Sweden, Thailand, Turkey, Union of South Africa, 
U.S.S.R., United Kingdom, United States of America and Yugoslavia. 
Methods of Administering Assistance to the Needy. United Nations Sales No. 1952.IV.10 
(E/CN.5/273 and Corr.1). 
A study of the programmes in seven countries (Australia, Denmark, Egypt, France, Japan, 
United Kingdom and United States of America) covering the role of assistance in the social 
security structure, eligibility requirements, and the level, financing and administration of 
assistance. 
Strengthening of National Programmes for Family and Child Welfare (E/CN.5/289/Add. 2). 
Programme of Concerted Practical Action in the Social Fields of the United Nations and the 
Specialized Agencies. Report by the Secretary General. Official Records of the Economic 
and Social Council, Sixteenth Session, annex. 1 (E/CN.5/291/Rev.1). 
A survey of international measures taken to improve social conditions throughout the world. 
Progress made by the United Nations in the field of Social Welfare during the period 1 January, 
1953—31 December, 1954, and Proposals for the Programme of Work 1955-57. Report 
by the Secretary-General (E/CN.5/308). 
Enquiries into Household Standards of Living in less-developed areas (Document ST/SOA.1 New 
York, 1951 (Sales No. 1950.IV.7) ). 
A survey of the organization and geographic and demographic range of field investigations 
of the income, expenditure, and food consumption of selected households in Africa, Asia, 
the Caribbean, Latin America and the Pacific. (1930-1950). 
Economic Measures in Favour of the Family, New York, 1952, Sales No. 1952.1V.6. Document 
ST/SOA.8. 
A survey of laws and administrative regulations providing for economic measures in favour 
of the family in various countries. 
Preliminary Report on the World Social Situation, New York, 1952. United Nations Sales 
No. 1952.IV.11. 
A comprehensive study of the existing social conditions throughout the world with special 
reference to standards of living. Major emphasis is placed on the conditions of health, 
nutrition, housing and education, conditions of work and employment, and special problems 
influencing the standards of living, levels of income and welfare. 
International Survey of Programmes of Social Development. Document E/CN.5/30/Rev. 1. 
(Sales No. 1955.IV.1). 
A survey prepared by the Bureau of Social Affairs, United Nations Secretariat, in co-operation 
with the ILO, FAO, UNESCO, and WHO. The report reviews national measures taken to 
improve social conditions throughout the world. 
Biennial Report on Family, Child and Youth Welfare—1951 and 1952. Document ST/SOA/Ser.D/3. 
New York, 1954 (Sales No. 1955.IV.4). 
Comprises information transmitted by the Governments of thirty States, Members of the 
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ae Bete concerning activities in the field of family and child welfare during 1951 

an 

Day Care of Children. 
The report describes patterns of day care programmes currently operating in different parts 
of the world, and considers the objectives of day care as a form of substitute maternal care 
in relation to strengthening of family life and to protection of the child and his development. 

Home Help Service. 

A study undertaken with the co-operation of the Children’s Bureau of the United States 
Department of Health, Education and Welfare. The study provides information on current 
programmes and significant developments with regard to this subject in various countries; 
it discusses concepts and techniques which may be useful to Governments and professional 
workers interested in improvement or development of home help services. 

Revision of Maternity Protection Convention 1919 (No. 3), (International Labour Conference, 35th 

Session, 1952, Report VII). 

Protection of the Health of Women and Young Persons in Employment. Document J.C.0.H./11/4. 
A report prepared for the second session of the Joint ILO/WHO Committee on Occupational 
Health, describing ILO regulations concerning the health protection of women, children and 
young workers, and health services asked for under these regulations. Also deals with 
hazardous employment of women and young persons. 

Methods of Family Living Studies (Geneva, 1949): Studies and Reports, New Series, No. 17. 
Report prepared for the seventh International Conference of Labour Statisticians, Geneva, 
September, 1950. Includes summaries of methods and results of family living studies pre- 
viously published by the ILO, and information on methods which might be used. in further 
work. Contains special chapters on food and dietary analyses, special problems of family 
living studies in underdeveloped territories, and farm family living surveys and special 
investigations. 

Materials on Home Economics and its Teaching. Rome, 1953. 

A bibliography of material on home economics and its teaching in various countries of 
the World. 
See First Supplement, 1954 (FAO/54/12/6867). 

Home Economics in Cyprus: a brief report to the Department of Agriculture and Education, 

by Johanna Bayer, Rome, 1954 (FAO/55/1/808). 

Group Methods appropriate for Extension Work in Hom: Eccnomics, by Johanna Bayer, Rome, 

1954 (FAO/54/10/6236). 

Home Economics Education and Extension in the Caribbean, May 1950. 

A survey in the Caribbean area of current Home Economics programmes in schools and other 
institutions, of advisory or ‘extension’ services, and of rural women’s and young people’s 
organizations. The paper deals with home economics education in relation to rural welfare; 
the meaning of home economics education; home economics education through ‘ extension’; 
general findings of the survey in relation to home economics education and extension, and 
rural women’s and young people’s organizations; home economics education and extension 
in Puerto Rico. 

Food Composition Tables for International Use. by Charlotte Chatfield Nutritional Study No. 3, 

October, 1949. 
Calorie Requirements: Report of the Committee on Calorie Requirements. Nutritional Study 
No. 5, June, 1950. 
A report on the problem of assessing the calorie and nutrient requirements of human beings, 
defining general principles, and making general recommendations which can be applied, with 
appropriate adjustments, to different parts of the world and to different peoples. 

Teaching Better Nutrition. By A. S. Ritchie, Nutritional Study No. 6. November, 1950. 

A study of approaches and techniques which include examples of questionnaires, training 
curricula and various types of teaching aids. 

School Feeding, its Contribution to Child Nutrition, By N. L. Scott, Nutritional Study No. 10, 

November, 1953. 

Expert Committee on Maternal and Child Welfare. 

Report on the first session held on 24-29 January, 1949, Geneva (Official Records of WHO, 
No. 19, pp. 38-45) contains the findings and recommendations of an international group of 
experts on maternal and child welfare. 
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Midwives: A Survey of Recent Legislation, Geneva, 1954. 

(International Digest of Health Legislation, Vol. 5, No. 3, 1954, pp. 433-482). 

: Midwifery Training: Expert Committee on Midwifery Training, First Report (Technical Report 

i Series, No. 93, 1955). 
This report describes the types and functions of midwifery personnel (apart from physicians) 
and a large section is devoted to the preparation of auxiliary midwives and fully trained 
midwives. The essential knowledge and skills are outlined, factors to be considered in the 
selection of students are suggested, and the desirable training facilities and the appropriate 
method of teaching are described. The report also gives information on legislation concern- 
ing midwifery which is designed to protect both the patient and the attendant. 

Maternal Care and Mental Health. By John Bowlby, 2nd Edition, Geneva WHO, 1952 (WHO 

Monograph Series No. 2). 

A report prepared by the WHO Consultant in Mental Health. Part 1 deals with the adverse 
effects of maternal deprivation, including some origins of mental ill health; studies in this 
field are reviewed. Part II deals with the prevention of maternal deprivation, including the 
role of the family, substitute families, group care, etc. 


Expert Committee on Nursing. Second Report, Geneva, June, 1952. Technical Report Series 
No. 49. 


Containing views and recommendations of the group of experts in nursing, which met in 
Geneva, 15-20 October, 1951. Discusses such questions as health needs of people and methods 
of meeting them, how nursing helps to meet health needs, principles involved in programmes 
for preparing nursing personnel, including selection of candidates, programme of studies, 
methods of teaching, etc. 


Nursing: A survey of recent legislation, Geneva, 1953. International Digest of Health Legislation 
1953, Vol. 4, pp. 461-489. 
Occupational Health: Joint ILO/WHO Committee on Occupational Health, Second Report 
(Technical Report Series No. 66, 1953). 
This report includes information on measures of general health protection‘of women workers 
in places of employment. 


Expert Group on Prematernity. Final Report, Geneva, October 1950 (Technical Report Series 
No. 27). 


Expert Committee on Maternity Care. 
: First Report: A preliminary survey, Geneva, June, 1952 (Technical — Series No. 51). 
Report of the first session held in Geneva, 3-10 November, 1951. Evaluates maternity care 
programmes, recommends standards of maternity care applicable in all countries, and 
emphasizes that any maternity care programme should be planned in relation to other aspects 
of curative and preventive medicine. Gives optimum standards for prenatal, hospital and 
postnatal care, and describes the training and the role of several categories of personnel, 
including physician, midwife, nurse and home help. 


Une Bibliographie Choisie 


des Publications et Rapports des Nations Unies et ses Institutions 
Spécialisées, sur la Santé et Protection des Femmes et des Enfants dans 
tout le Monde 


Protection de la famille et de [enfance: extension des mesures de protection des méres, des 

nourrisons et des enfants. 
Etude traitant de mesures spécifiques concernant la protection des méres, des enfants et des 
adolescents; des services généraux nécessaire pour favoriser l’extension des mesures de 
protection sociale. 

Enfants ¢? = miliau familial normal. New York 1952, Numéro de vente: 1952 IV.3. 

(E/CN. 5/271). 

Etude des causes générales de l’absence de milieu familial normal, ses effets sur 1’enfant, 

action préventive et méthodes de traitment. 
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Enfants privés dun milieu familial normal. Monographies par pays (E/CN. 5/271/Add. 1. et 
Corr. 1.). 
Pays étudiés: Canada, Costa Rica, Egypte, Equateur, Etats-Unis d’Amérique, France, Gréce, 
Inde, Nouvelle-Zéland, Pays-Bas, Royaume-Uni, Suéde, Tchécoslovaquie, Thailande, Turquie, 
Union Sud-Africaine, URSS et Yougoslavie. 
Méthodes Cadministration en matiére dassistance aux nécessiteux. Numéro de vente 1952 IV.10 
(E/CN. 5/273 et Corr. 1.). 
Etude des programmes dans sept pays (Australie, Danemark, Egypte, Etats-Unis d’Amerique, 
France, Japon et Royaume-Uni) portant sur les réles de l’assistance dans l’organisation de la 
sécurité sociale, les conditions 4 remplir, les fagons de déterminer les besoins, le financement 
de lassistance et l’administration des services d’assistance. 
Extension des programmes nationaux de protection de la famille et de [enfance. (E/CN. 
5/289/Add 2.). 
Programme d'action pratique concertée de [Organisation des Nations Unies et des institutions 
spécialisées dans le domaine social. Rapport du Secrétaire général Documents officiels du Conseil 
économique et social, seiziéme session, annexe 1 (E/CN. 5/291/Rev. 1.). 
Etude des mesures prises sur le plan international pour améliorer la situation sociale dans 
le monde. 
Progrés accomplis par Organisation des Nations Unies en matiére de service social entre le ler 
janvier 1953 et le 31 décembre 1954 et propositions relatives au programme de travail de la 
Commission pour les années 1955, 1956, et 1957. 
Rapport du Secrétaire général (E/CN. 5/308). 
Enquiries into Household Standards of Living in Less-developed Areas. (ST/SOA 1. New York 
1951 numéro de vente 1950 IV.7.). 
Etude de lorganisation et du champ géographique et demographique des enquétes sur le 
revenu, les dépenses et la consommation alimentaire d’un certain nombre de ménages 
judicieusement choisis en Afrique, en Asie, aux Antilles, en Amérique latine et dans la 
région du Pacifique (1930-1950). 
Mesures d’ordre économique en faveur de la famille. New York, 1952, Numéro de vente: 1952 IV.6 
(ST/SOA.8). 
Etude de lois et réglements édictant dans divers pays de mesures d’ordre économique en 
faveur de la famille. 
Rapport préliminaire sur la situation sociale dans le monde. New York, 1952, Numéro de vente: 
1952 IV.11. 
Etude détaillée de la situation sociale actuelle dans le monde et des niveaux de vie en 
particulier. L’accent est mis principalment sur les questions suivantes: santé, nutrition, 
habitation et éducation, conditions de travail et d’emploi et circonstances spéciales affectant 
le niveau de vie, les niveaux de revenu et le bien-étre. 
Etude internationale des programmes daction sociale (E/CN. 5/301/Rev. 1; numéro de vente 
1955 IV.8.). 
Etude faite par le Bureau des affaire sociales, du Secrétariat des Nations Unies, en coopération 
avec lOIT, la FAO, PUNESCO et POMS. Cette étude indique les mesures prise dans les 
différents pays pour améliorer la situation sociale. 
Biennial Report on Family, Child and Youth Welfare—1951 et 1952. (ST/SAO/Ser D/3 New York 
1954 numéro de vente 1955 IV.4.). 
On trouve dans ce rapport les renseignments communiqués par les gouvernements de 30 Etats 
Membres des Nations Unies sur l’action qu’ils ont menée dans le domaine de la protection 
de la famille et de l’enfance au cours des années 195] et 1952. 
Garderies d enfants. 
Le rapport expose les modalités des programmes de garderies d’enfants actuellement exécutés 
dans différentes parties du monde et examine comment les garderies d’enfants peuvent 
remplacer les soins maternels tout en assurant la vie de famille ainsi que la protection et 
le développement de l'enfant. 
Service daide familiale. 
Etude entreprise avec la coopération du Children’s Bureau of the United States Department 
of Health, Education and Welfare (Bureau de V’enfance du Ministére américain de la santé 
de Véducation et du bien-étre). Cette étude donne des renseignements sur les programmes 
actuels et sur les changements importants qui sont intervenus dans ce domaine dans divers 
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pays; elle examine les notions et les techniques qui peuvent étre utiles aux gouvernements 
et aux travailleurs intéressés pour améliorer ou developper les services d’aide familiale. 

Revision de la Convention sur la protection de la maternité 1919 (No 3.) (Conférence internationale 
du Travail, 35éme session, 1952 rapport VII). 

Protection de la santé des femmes et des adoloscents au travail—Document J.C.0.H./11/4. 
Rapport préparé pour la deuxiéme session du Comité mixte OIT/OMS de la médecine du travail; 
il indique quels sont les réglements de l’OIT relatifs 4 la protection de la santé des femmes, 
des enfants et des adolescents qui travaillent, et quels sont les services sanitaires prévus par 
ces réglements. Ce rapport traite également de l'emploi des femmes et des adolescents a 
certains travaux présentant des risques particuliers pour leur santé. 

Méthodes denquéte sur les conditions de vie des familles. Genéve 1949. (Etudes et documents: 
nouvelle série, No 17.). 
Rapport préparé pour la septiéme Conférence internationale des statisticiens du travail qui 
s'est tenue a Genéve en septembre 1949. Ce rapport résume les études precédemment publiées 
par POIT sur les méthodes utilisées pour les enquétes sur les conditions de vie des familles 
ainsi que sur les résultats de ces enquétes et contient des renseignements sur les novelles 
methodes qui pourraient étre utilisées 4 l'avenir. Des chapitres spécjaux sont consacrés 
aux questions suivantes: analyse de Il’alimentation et des régimes; problémes spéciaux 
concernant les enquétes, sur les conditions de vie des familles dans les territoires insuffisamment 
développés; enfin, enquétes sur les conditions de vie des familles agricoles et enquétes spéciales. 

Materials on Home Economics and its Teaching. Rome 1953. 
Bibliographie de documents sur l'économie domestique et l’enseignement ménager dans 
différents pays du monde. 
Voir. le premier supplément, 1954 (FAO/54/12/6867). 

Home Economics in Cyprus: a brief report to the Department of Agriculture and Education par 
Johanna Bayer, Rome 1954 (FAO/55/1/808). 

Group Methods Appropriate for Extension Work in Home Economics, par Johanna Bayer, 
Rome (FAO/54/10/6236). 

Home Economics Education and Extension in the Caribbean, mai 1950. 
Enquéte sur la situation aux Antilles en ce qui concerne les programmes d’enseignment 
ménager dans les écoles et autres établissements, les services consultatifs ou “de vulgar- 
isation” et les organisations de femmes et de jeune gens dans les campagnes. Ce 
document traite des questions suivantes: rapport entre l’enseignement ménager et le bien- 
étre rural; ce que l’on entend par enseignement ménager; l’enseignement ménager grace aux 
travaux de “ vulgarisation ” conclusions générales de l’enquéte en ce qui concerne l’enseigne- 
ment ménager et les travaux de vulgarisation, et les organisations de femmes et de jeunes 
gens dans les campagnes; enseignement ménager et travaux de vulgarisation a Porto-Rico. 

Tables de composition des aliments pour [usage international, par Charlotte Chatfield. Etude de 
nutrition No. 3, décembre 1949. 
L’objet de ces tables est de faciliter l’établissement des bilans alimentaires et d’introduire 
une plus grande uniformité dans les statistiques de la nutrition. 

Besoins en calories: rapport du Comité sur les besoins en calories. Etude du nutrition No. 5, 
juin, 1950. 
Rapport sur la détermination des besoins de homme en calories et en principes nutritifs; 
le Comité a fixé des principes directeurs et formulé des recommandations générales applicables, 
sous réserve de corrections appropriées, a diverses parties du monde et a divers groupes de 
population. 

Pour une alimentation meilleure, par A. S. Ritchie. Etudes de nutrition No. 6, avril 1951. 
Etude des méthods d’éducation du public: modéles de questionnaires, programmes de forma- 
tion, différents types de moyens d’enseignement, etc. 

L’alimentation scolaire, sa contribution a la nutrition de l'enfant. Par N. L. Scott. Etude de 
nutrition No. 10 aofit 1954. 

Comite @experts pour [’ hygiéne de la maternité de l’'enfance. 
Rapport sur la premiére session tenue du 24 au 29 janvier 1949, Genéve (Actes officiels de 
POMS No. 19, pages 35-48); ce rapport contient les conclusions et les recommandations d’un 
groupe international d’experts au sujet de l’hygiéne de la maternité et de l’enfance. 

Sages-femmes: Apercu de législation sanitaire comparée. Genéve 1954. 
(Recueil international de législation sanitaire Vol. 5, No. 3, 1954, pages 441-490) 
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Formation des sages femmes: Comité d’experts pour la formation des sages-femmes, premier 
rapport (série de rapports techniques, No. 93, 1955). 
Ce rapport décrit les diverses catégories de sages-femmes et leur attributions et un long 
chapitre est consacré 4 la formation des sages-femmes auxiliaires et des sages-femmes 
qualifées. Le rapport indique les connaissances et compétences requises des sages-femmes 
ainsi que les facteurs dont il faut tenir compte, lorsqu’il s’agit de faire un choix parmi les 
candidates, et il contient les précisions sur les moyens de formation et les méthodes d’enseigne- 
ment. I] est également question dans ce rapport de la législation dont l’objet est de protéger 
la mére et le nouveau-né d’une part et la sage-femme de l'autre. 

Soins maternels et santé mentale, par John Bowlby—deuxiéme édition, Genéve OMS, 1952 
(Série de monographies de ‘OMS No, 2) 
.iapport préparé par l’expert-conseil de OMS en matiére de santé mentale. La premiére 
partie est consacrée aux conséquences néfastes de la carence de soins maternels et indique 
notamment certains facteurs étiologiques pertubateurs de la santé mentale; le rapport passe 
en revue certaines des études effectuées dans ce domaine. La deuxiéme partie est intitulée 
“ Prévention de la carence de soins maternels” et traite notamment du role de la famille 
des foyers de substitution des soins donnés aux enfants dans des collectivités, etc. 

Médecine du travail, Comité mixte OIT/OMS de la médecine du travail, Deuxiéme rapport 
(Série de rapports techniques No 66, 1953.). 

Comité dexperts des soins infirmiers. Deuxiéme rapport, Genéve, juin 1952 (Série de rapports 
techniques, No. 49). 

Ce rapport contient les conclusions et les recommandations du groupe d’experts des soins 

infirmiers qui s’est réuni 4 Genéve du 15 au 20 octobre 1951. II] traite notamment des questions 

suivantes: besoins sanitaires de la population et méthodes a adopter pour y faire face; comment 

les soins infirmiers peuvent contribuer 4 répondre aux besoins sanitaires; principes dont il 

convient de s'inspirer dans les programmes de formation du personnel infirmier, pour ce qui 

est notamment du choix des candidats, des programmes d’études, des méthodes d’enseignement, 


etc. 
Le rapport de la premiére session, qui s’est tenue 4 Genéve du 20 au 26 février 1950, a été 
publié dans la série des rapports techniques, sous le numéro 24. 
Voir également le Troisiéme rapport (Série de rapports techniques, No. 91, 1954). 

Soins infirmiers: Apergu de législation sanitaire comparée, Genéve, 1953 (Recueil international de 
législation sanitaire, 1953, Vol. 4, pages 485-522). 

Médecine du travail, Comité mixte OIT/OMS de la médecine du travail, Deuxiéme rapport (Série 
de rapports techniques, No. 66, 1953). 
Ce rapport contient notamment des renseignements sur les mesures visant 4 protéger d’une 
maniére générale la santé des travailleuses sur les lieux de l’emploi. 


Groupe d’experts sur la prématurité. Rapport final, Genéve octobre 1950. (Série de rapports 
techniques, No 27.). 


Comité d’experts de la maternité. 

Premier rapport, étude préliminaire, Genéve, juin 1952 (Série de rapports techniques, No. 51.). 
Rapport de la premiére session qui a eu lieu 4 Genéve du 3 au 10 Novembre 1951. Ce 
rapport analyse les résultats des programmes de protection de la maternité, recommande 
certaines normes applicables dans tout les pays et souligne que tout programme de protection 
de la maternité doit étre lié 4 d’autres aspects de la médecine curative et préventive. II 
énonce des normes optima concernant les soins prenatals, les soins a l’hépital et les soins 
postnatals; il traite de la formation et du réle de plusiers catégories de personnel, médecin, 
sage-femme, infirmiére et l’ajde familiale notamment. 


Florence Nightingale International Foundation 

A meeting of the Florence Nightingale International Foundation Executive Com- 
mittee was held in September, at which the study of basic nursing education and the 
study of advanced programmes in nursing education were discussed. It is hoped to 
publish progress reports on these studies and on the work being undertaken on the 


— Nightingale Bibliography in future issues of the International Nursing 
ew. 
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